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RHEUMATOID (ANKYLOSING) SPONDYLITIS: 
ITS EARLY MANIFESTATIONS AND 
EARLY DIAGNOSIS. 


By James H. Youne, M.D., F.R.A.C.P., 
Senior Honorary Physician, Clinic for Rheumatism 
and Arthritis, Royal Perth Hospital, 
‘Perth. 


RHEUMATOID SPONDYLITIS is commonly thought to be a 
disease characterized by pain and progressive stiffness in 
the lumbar region followed by involvement of the thoracic 
and then the cervical portions of the spine and perhaps by 
involvement of the hip joints. It may progress to complete 
ankylosis of the spine and even to ankylosis of every 
peripheral joint. 

In recent years it has been recognized that the symptoms 
are often intermittent in the early stages, and that there 
are many mild ‘cases in which it never progresses to com- 
plete spinal rigidity. In its early stages the disease is 
apparently arrested by X-ray therapy, and it is therefore 
imperative that it should be recognized and treated early 
to relieve the patient of disability and possibly to prevent 
the progress of the disease to ankylosis. 


Boland and Present (1945) state that rheumatoid spon- 
dylitis accounts for 18% of zases of low back pain in young 
men. In my practice pain in the back, with or without 
radiation to the lower limb, has been caused by rheumatoid 
spondylitis in 15% of males and 10% of females under 
the age of fifty years. 


The Notification of Tuberculosis in New South Wales 795 
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Rheumatoid spondylitis first makes itself manifest most 
commonly between the ages of thirteen and thirty-five 
years. .The age of onset in my last 60 cases of proved 
rheumatoid spondylitis is shown in Table I. By proved 
rheumatoid spondylitis are meant either spinal symptoms 
with obvious radiological changes in the sacro-iliac joints, 
or spinal symptoms which have been completely relieved 
by X-ray therapy, though X-ray films have shown only 
the earliest changes in the sacro-iliac joints. 


Rheumatoid spondylitis is sometimes familial. Included 
in my last 60 patients are two brothers, a man who states 
that his father and brother have the disease, and another 
man who states that his brother is affected. Rosenberg 
(1948) states that the incidence of rheumatoid spondylitis 
is high among the brothers of patients with this disease 
and advises radiographic examination of the brothers for 
this reason. 


Rheumatoid spondylitis is more common in males than 
in females, the proportion of males to females varying 
according to the type of practice in which the author 
engages—private, hospital, military or industrial. Of my 
last 60 patients, 35 were males and 25 females. 


Early diagnosis depends in the first instance upon 
knowing the early symptoms, and these are best learnt by 
studying the first symptoms of which the patients complain. 
Table II shows the initial symptoms in the cases previously 
mentioned. 

There is nothing diagnostic about the distribution of the 
first pain which the patient experiences. Thirty-eight of 


my patients first complained of pain across the lower part 
of the back, on one side of the lower part of the back, or in 
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one or both buttocks; in ten of these the pain also radiated 
to the lower limb. In 16 cases the pain was first felt all 
over the body, all over the back, in the thoracic part of the 
back, in the front of the chest, in the groins, in the thighs 
or in the knees. Seven patients first complained of pain 
and swelling of one er more joints of the lower limb. 
Iritis is a recognized complication and was the first mani- 
festation in a patient examined by an orthopedic colleague 
(Hill, 1951). It is noteworthy that pain and swelling of 
one or more joints of the lower limb were the initial 
symptoms in over 11% of my cases. Boland and Present 
(1945) noted that involvement of peripheral joints ante- 
dated back symptoms in 13% of cases, and Parr, White and 
Shipton (1951) have recently reported involvement of peri- 
pheral joints as an initial symptom in 6% of cases. As 
the disease by no means always proceeds to ankylosis of the 
spine, and as peripheral joints are not infrequently affected 
both initially and later in the disease, it would seem that 
the American name, rheumatoid spondylitis, is more 
logical and descriptive than the English term, ankylosing 
spondylitis. 

There is no characteristic type of pain in the earliest 
stages. In 21 of my cases the initial backache was worse 
after rest and it was relieved with activity, but in another 
21 it was brought on by activity and relieved with rest. 
In the remaining cases there were no particular factors 
which caused pain, or the type of initial pain had been 
forgotten. Backache which occurs after rest and which is 
relieved by activity is much more common in rheumatoid 
spondylitis than in other conditions and should certainly 
make one suspicious, but it is not diagnostic of this con- 
dition. Low backache occurring in the morning and 
decreasing after the patient rises may occur, for instance, 
in a patient with a degenerated lumbar disk who is sleeping 
in a bed with a sagging mattress. 

Stiffness of the lumbar part of the spine is not common 
in the earliest stages, and it may occur in other conditions 
causing low back pain. Its presence or absence is therefore 
of no diagnostic significance. 

The blood sedimentation rate does not help in the diag- 
nosis. It is often raised in rheumatoid spondylitis, but 
a normal rate is common early in the disease. 

The initial attack of pain often subsides after some 
weeks, and after an interval of months or even years pain 
recurs in the same or another place; but until the pain 
starts to migrate from one place to another there is no 
certain way of making a clinical diagnosis of rheumatoid 
spondylitis in its early stages. 

Rheumatoid spondylitis is the rheumatic condition par 
excellence, in which early diagnosis depends upon the 
presence of radiographic changes in the sacro-iliac joints, 
but these changes may be only slight. 

Early diagnosis therefore depends upon (i) knowing the 
early symptoms of the disease—namely, pain anywhere in 
the back, buttocks, lower limbs or chest, pain and swelling 
of a joint in the lower limb, or iritis—and (ii) looking 
for radiological changes in the sacro-iliac joints of patients 
who complain of such symptoms, especially those patients 
who first complain of such symptoms in the second, third 
and fourth decades. It is therefore necessary to appreciate 
the normal and abnormal radiological anatomy of these 
joints. This has been well described by Rolleston (1947). 

In early adolescence (Figure I, from a normal girl of 
thirteen years) the sacro-iliac joint is wider than in the 
adult, up to one-quarter of an inch wide in the adolescent 
as compared with one-eighth of an inch in the adult. The 
joint space is of approximately the same width throughout 
its length. The edges of the joint may be irregular and 
they are not so well defined as in the adult. In the 
adolescent the edges are vignetted. The bones adjacent to 
the joint have a regular pattern, which extends right to 
the edge of the joint, and the bone is of the same density 
along the length of the joint and on each side of the joint. 

In later adolescence the joint space narrows (Figure II, 
from a normal youth of nineteen years), and a fine white 
line of subchondral bone makes its appearance along the 
edges of the joint at about twenty years. 


In the normal adult (Figure III) the sacro-iliac joint is 
about one-eighth of an inch wide, and the joint space is 
of approximately the same width throughout its length. 
The edges of the joint are smooth and well defined, and are 
usually sharply demarcated by a fine white line of dense 
subchondral bone. This line is not usually present through- 
out the whole length of the joint, as in Figure III, but it 
is always present in at least some part of it. The bones 
adjacent to the joint have a regular pattern which extends 
right to the edge of the joint, and the bone is of the same 
density along the length of the joint and on each side of 
the joint. 

In rheumatoid spondylitis the sacro-iliac joints show 
alteration in one or more of their normal characteristics. 
In my experience the radiological changes are always 
bilateral, but they are not always symmetrical on the two 
sides. Thus one may find slight changes on one side and 
obvious changes on the other. Diagnosis is most readily 
made from the appearances of the more affected joint; but 
the way to learn the earliest radiological signs is to com- 
pare the less affected joint with the sacro-iliac joints of 
a normal person. 


TABLE I. 
Age of Onset in 60 Cases of Rheumatoid 
Spondylitis. 


Number 

Age (Years.) of Cases. 
13 3 
14 1 
15 < 1 
16 to 20 14 
21 to 25 15 
26 to 30 14 
31 to 35 8 
36 to 40 2 
43 1 
50 1 
Tot 60 


The earliest radiological change in the adult patient with 
rheumatoid spondylitis appears to be absence of the fine 
white lines of subchondral bone along the edges of the 
sacro-iliac joints. The margins of the joints are less 
distinct than normally and the joints look like those of 
a normal adolescent. It must be stressed that the fine 
white lines of subchondral bone do not normally appear 
until the age of about twenty years. Absence of these lines 
is probably significant in a patient in the late twenties. It 
can be considered only suspicious in a patient in the early 
twenties, and it is normal in the adolescent. The presence 
of fine white lines of subchondral bone along the edge of 
even part of the sacro-iliac joint is strong evidence that 
the joint is normal; but occasionally these lines are present 
along the sacral edges and absent along the iliac edges of 
the joints of patients with rheumatoid spondylitis. It is 
important to note that if the X-ray tube is not centred over 
the sacro-iliac joints as in the standard view of the lumbar 
part of the spine, the white lines may not be seen. They 
should be considered to be absent only if they are not seen 
in the standard sacro-iliac view in which the tube is 
centred over the sacro-iliac joints. 

The second change to appear in the adult is sclerosis of 
the articular portion of the iliac bone, especially in its 
caudal third or half. The affected bone is whiter than the 
surrounding bone and in parts, especially next to the joint, 
it has lost its normal pattern. Such a change has previously 
been described as osteitis condensans ilii; but I confess 
I am quite unable to distinguish between descriptions of 
this condition, if it really exists, and rheumatoid spon- 
dylitis. It is important to note that an appearance of 
sclerosis in the iliac component of one sacro-iliac joint may 
be produced if the patient is lying in a slightly rotated 
position when the radiograph is taken, and that there may 
be loss of bone detail in one or both sacro-iliac joints if 
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the intensifying screens make only poor contact with the 
X-ray film. 

The third change to make its appearance in the adult 
is erosion of the joint, especially of its lower part, causing 
the joint margin to be irregular in outline. Rarely 
erosion may appear before sclerosis. 

As the disease progresses the joint margins become more 
eroded and obviously irregular in outline, and the articular 
portion of the ilium shows more extensive sclerosis with 
spotty areas of decalcification. 

In advanced cases the sacrum and ilium are fused and 
the joint space has disappeared. Decalcification extends 
and replaces the sclerosis which eventually disappears. 


In the adolescent the earliest appreciable change is 
sclerosis of the articular portion of the iliac bone. Erosion 
and spotty areas of decalcification appear later. The 
normal irregularity of the joint margins in the adolescent 
should not be mistaken for erosion. 

Figures IV and V are the left and right sacro-iliac joints 
of a man, aged twenty-eight years. The only abnormality 
in the left joint is absence of the fine white lines of sub- 


TABLE II. 
Initial Symptoms in 60 Cases of Rheumatoid Spondylitis. 


Number 


Initial Symptoms. of Cases. 


Generalized pains and fever : 

Pain all over the back 

Pain in the thoracic region of the back 

Pain in the front of the chest 

“— in the low part of the back or buttocks with or r without 
radiation to the lower limb.. 

Pain in the back of 3 thighs 

Pain in the groins 

Pain in the right knee 

Pain and swelling in the joints of the lower limb (both knees 
and ankles, 1 case; right knee and ankle, 1 case; both 
knees, 2 cases ; knee, 1 case ; both ankles, 1 case ; 


Total 


chondral bone along the edges of the joint. The appearance 
of this joint would be normal in a youth of nineteen years 
(compare Figure II), but it is abnormal in a man of 
twenty-eight years. The thick white line in Figure IV is 
the posterior gluteal line, which sometimes crosses or 
appears just lateral to the sacro-iliac joint, and which 
should not be confused with the thin white line of sub- 
chondral bone which is normally seen along the edge of the 
joint. The right sacro-iliac joint (Figure V) shows mixed 
sclerosis and erosion and irregularity of outline in its lower 
half. This patient had a swollen knee for eleven weeks at 
the age of nineteen years, pain in the right buttock and 
the outer side of the right thigh for some weeks at the age 
of twenty-five years, and pain in the right groin and inner 
side of the right thigh when examined at the age of twenty- 
eight years. The last-mentioned pain disappeared rapidly 
during X-ray therapy. An older brother had advanced 
rheumatoid spondylitis with ankylosis of the whcle spine 
and of both hips. This case history is of importance, as it 
illustrates the family incidence, the onset with swelling of 
a peripheral joint, the changing and intermittent nature 
of the symptoms in many patients, obvious radiological 
changes on one side, and the earliest radiological sign on 


the other. 


Figure VI is a skiagram of the right sacro-iliac joint of 
a woman, aged thirty years. It shows absence of the fine 


white lines of subchondral bone along the edges of the 
joint and sclerosis of the lower half of the articular portion 
of the iliac bone. The right joint showed similar changes. 
The patient had suffered from pains in the buttocks and in 
the posterior aspects of the thighs and legs for eighteen 
months, from pain in the lower thoracic part of the back 


for a shorter period, and from stiffness of the back in the 
morning. The sedimentation rate was increased. X-ray 
therapy abolished the symptoms. 

Figure VII is a skiagram of the left sacro-iliac joint of 
another woman, aged thirty years. It shows absence of 
the fine white lines of subchondral bone and slight sclerosis 
along the edges of the joint. The right joint showed an 
identical appearance. During the last five months of a 
pregnancy five years previously this patient experienced 
pain in the lower thoracic region of the back when lying 
down. The pain aisappeared after delivery. For three 
years she had suffered from similar pain, but in addition 
it had spread around the lower ribs to the upper part of 
the abdomen and her back was stiff in the morning. In 
the last few months before treatment the thoracic pain had 
disappeared, but she had developed lumbar pain and gross 
limitation of movement of the lumbar part of the spine. 
The blood sedimentation rate was elevated. X-ray therapy 
relieved the pain and there is now little limitation of 
movement. Rheumatoid spondylitis has first made itself 
manifest during pregnancy in four of 17 married women 
in my last 60 cases. 

Figure VIII is a skiagram of the left sacro-iliac joint 
of a man, aged twenty-eight years. The only abnormality 
is absence of the fine white lines of subchondral bone along 
the edges of the joint and indistinctness of the outlines 
of the joint. The right joint showed an identical appear- 
ance. Note that the left joint has almost the same appear- 
ance as that of a normal youth of nineteen years (Figure 
II). This man developed acute arthritis of the left hip 
eleven days after the onset of gonorrheal urethritis. Inten- 
sive penicillin therapy cured the urethritis rapidly and was 
continued for three months, but without effect upon the 
arthritis. While receiving the penicillin he developed a 
painful swollen left knee and rigidity of the lumbar part 
of the spine. He was then found to have radiological 
changes in his sacro-iliac joints, and X-ray therapy applied 
to the spine, hip and knee gave rapid and complete relief. 


Older writers considered that rheumatoid spondylitis was 
often caused by gonorrhea; but more recently Boland and 
Present (1945) have found gonorrhea to be no more 
frequent in patients with rheumatoid spondylitis than in 
the general population. However, it is probable that gonor- 
rhea can initiate rheumatoid spondylitis in exactly the 
same way as it can initiate rheumatoid arthritis. Rheu- 
matoid spondylitis was initiated by an attack of gonorrhea 
in three of my 60 cases. 


Figure IX is a skiagram of the right sacro-iliac joint 
of a man, aged forty-three years, who was beihg treated 
for iritis by an ophthalmological colleague. The fine white 
lines of subchondral bone along the edges of the joint are 
absent, and about half an inch of the articular portion of 
the iliac bone is eroded to a depth of one-eighth of an inch 
at the junction of its lower and middle thirds. The left 
joint showed similar changes. This man had suffered from 
occasional twinges of pain in the buttocks during the 
previous fourteen years. This case is presented, not as a 
case of rheumatoid spondylitis, but to suggest that radio- 
logical changes should be looked for in the sacro-iliac 
joints of patients suffering from iritis. 

Figure X is a skiagram of the left sacro-iliac joint of a 
boy, aged thirteen years. It shows sclerosis of the lower 
two-thirds of the articular portion of the ilium. For three 
months the boy had complained of aching between the 
shoulder blades and across the lower part of the back. The 
changes in the sacro-iliac joints were not appreciated at 
the time. 

Figure XI is a skiagram of the left sacro-iliac joint of the 
same boy taken at the age of fifteen years. Note that 
erosion and irregularity of the joint margins had then 
appeared. He was still complaining of backache but had 
no limitation of movement. X-ray therapy relieved the 
backache. 

Figure XII is a skiagram of the left sacro-iliae joint of 
a boy, aged fourteen years. It shows irregularity of the 
joint margins and spotty areas of decalcification and 
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sclerosis in the lower two-thirds of the joint. This patient 
had suffered from pain and swelling in the left hip at the 
age of thirteen years, and when examined at the age of 
fourteen years had had for six weeks pain and swelling 
in both hips with gross limitation of motion. The blood 
sedimentation rate was never less than 50 millimetres 
(Westergren). X-ray therapy applied to the hip joints 
was rapidly followed by restoration to normal.'Two months 
later he developed pain and swelling in both ankles, and 
this also responded rapidly to local X-ray therapy. At no 
time were there any symptoms referable to the spine. I 
have had five similar patients suffering from persistent 
pain and swelling of one or more joints in the lower limb, 
but without symptoms referable to the spine. All had 
raised sedimentation rates and radiological changes in the 
sacro-iliac joints. Four obtained rapid relief with X-ray 
therapy applied to the affected joints and one recovered 
spontaneously. None of these patients has been included 
in Table II as suffering from proved rheumatoid spondy- 
litis; but it is submitted that all were suffering from 
rheumatoid spondylitis in which the manifestations were 
confined to the joints of the lower limbs. 


Summary. 
Rheumatoid spondylitis is a common condition. 


There are many mild cases in which the symptoms are 
often intermittent and not progressive. Ankylosis of the 
spine is a frequent but not an inevitable result of the 
untreated disease. 

Involvement of peripheral joints may be the first mani- 
festation of the disease and may occur at any time during 
the course of the disease. 

Early diagnosis depends upon looking for radiological 
changes in the sacro-iliac joints of patients who complain 
of pain in the back, buttocks, lower limbs or chest, of pain 
and swelling of a joint in the lower limb, or of iritis, and 
especially when patients first complain of such symptoms 
in the second, third and: fourth decades. 

The earliest radiological sign in the adult appears to be 
absence of the fine white lines of subchondral bone along 
the edges of the sacro-iliac joints. The margins of the 
joints are less distinct than normally. The joints then 
look like a normal sacro-iliac joint in an adolescent. 


The earliest radiological sign in the sacro-iliac joints 
of the adolescent, and the second sign to appear in the 
adult, is sclerosis of the lower part of the articular portion 
of the ilium. 


The next sign to appear in both adolescents and adults 
is erosion of the margins of the sacro-iliac joints. 


Arthritis following gonorrhea is not always true gonor- 
rheal arthritis. It may be the first manifestation of 
rheumatoid spondylitis. 


Radiological changes have been found in the sacro-iliac 
joints of young patients suffering only from pain and 
swelling of one or more joints in the lower limb. It is 
submitted that these patients are suffering from rheumatoid 
spondylitis in which the manifestations are confined to a 
peripheral joint. 
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CONGENITAL OBSTRUCTION OF THE NASO- 
LACHRYMAL DUCT: A REVIEW OF 
130 CASES. 


By J. B. GitcHrRist GIBSON, 
Brisbane. 


CONGENITAL EPIPHORA, or “watery eye since birth”, is a 
condition encountered fairly commonly in infants. Since 
tears do not appear until about the third week of life, 
true epiphora is not seen until this age, and actually the 
condition is usually noticed by the mother shortly after 
leaving hospital. 


Incidence. 


The literature on the subject contains scarcely any 
reference to the incidence of epiphora in infants. Guerry 
and Kendig (1948) found 12. cases in a series of 200 
unselected consecutive new-born infants. Out of 1700 new 
cases (children up to twelve years of age) at one of the 
eye clinics at the out-patient department of the Brisbane 
Children’s Hospital over a certain period, 80 patients 
suffered from congenital epiphora due to obstruction of 
the lachrymal passages. This constitutes 4:7% of all eye 
disorders and corresponds to approximately 0:15% of all 
new cases-at the out-patient department of the hospital. 


Aetiology. 


The overflow of tears in the infant’s eye may of course 
be due to other causes, such as conjunctivitis, rhinitis or 
some lesion of the cornea. However, these conditions are 
usually easily diagnosed, and in practice constitute only a 
small percentage of cases in which epiphora is the pre- 
senting complaint. The large majority of cases are due 
to obstruction of the lachrymal passages and mostly to 
obstruction of the naso-lachrymal duct. The lachrymal 
passages are formed by the canalization of the solid rod 
of ectodermal cells which forms the primordium of the 
fully developed lachrymal passages. The last part to 
become patent is the nasal end of the naso-lachrymal duct 
(Duke-Elder, 1942), and frequently the membrane in this 
situation remains unruptured at birth (Schaeffer, 1937): 
Schwarz (1935) made serial frontal sections of the nose 
in the fetus and newly born infants and found atresia of 
the naso-lachrymal canal in 35% of 207 specimens. He 
explained the very much lower incidence of atresia found 
clinically in infants by the fact that the terminal mem- 
brane is usually thin, delicate and easily ruptured by even 
slight injuries, especially those incidental to delivery. The 
process of canalization is stated to continue after birth 
and may take up to one year for completion (Doggart, 
1947). These facts, of course, explain the success of 
conservative treatment of the condition. 


Treatment. 


Many ophthalmologists advocate conservative treatment 
for a prolonged period of up to one year. Conservative 
treatment consists of irrigations, eye drops and pressure 
over the lachrymal sac. Indeed, Doggart (1947) holds 
that during the first year of life the only measures 
required are expression of the lachrymal mucocele several 
times a day, followed on each occasion by irrigation. of 
the conjunctiva with normal saline solution. On the other 
hand, many surgeons (Parsons and Duke-Elder, 1948) 
advocate early probing of the lachrymal passages in all 
cases of congenital epiphora. Those who advocate early 
probing point out the danger of certain complications 
which may arise if chronic dacryocystitis is allowed to 
persist—for example, an unhealthy and atonic lachrymal 
sac, acute dacryocystitis, chronic conjunctivitis, infection 
of a corneal abrasion, and so on. There is also contro- 
versy as to which punctum should be probed, and there 
is by no means an agreement as to the size of the probe 
which should be used. For example, Wolff (1945) recom- 
mends a small probe, Doggart (1947) and Parsons and 
Duke-Elder (1948) apparently use a much larger probe 
(Couper’s number 1 or number 2), and Gifford (1942), 
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who uses a number 10 Bowman’s probe, carries out the 
obviously necessary preliminary procedure of splitting 
open the upper canaliculus in order to introduce such a 
large probe. The objection given to the use of small 
probes is that they are more likely to produce a false 
passage. Again, there is a variance of opinion as to the 
results and follow-up treatment after the initial probing. 
Some (Stallard, 1946) state that it is “very rarely” neces- 
sary to repeat the probing, while others admit that it is by 
no means uncommon for more than one probing to be 
required. For example, Carter (1945) found that in seven 
out of 69 cases repetition of the probing was required. 
Furthermore, it is usually held that the symptoms clear 
up in a few days, and Cassady (1948) makes a practice 
of carrying out reprobing in every case in which the 
condition does not clear up within five to seven days. On 
the other hand, Doggart (1947) has observed that success- 
ful probing is not always followed by immediate cessation 
of a mucous discharge, which may persist for a few 
weeks. 


According, therefore, to such factors as the parents’ 
temperament (some are apprehensive of probing), the 
distance they have to travel to see the doctor, and the 
general condition and age of the child, conservative treat- 
ment should be tried for at least a few weeks in the case 
of most young infants. However, in general there is no 
point in persevering with this treatment after the age of 
about three or four months. 

Probing was successfully carried out in over 100 cases. 
I cannot agree with those who advocate the routine use 
of probes so large that they must frequently injure the 
puncta and canaliculi or necessitate a planned incision 
of the upper canaliculus. The upper canaliculus must 
surely play some part in the drainage of the tears, and 
indeed there is evidence that it does so (Wolff, 1948). 
The practice of deliberately sacrificing the upper canali- 
culus is therefore to be condemned. A narrow straight 
probe (Figure I) with a blunt acorn end was employed 
in every instance, and in no case was a false passage 
created. I can see no advantage in using a curved probe, 


Ficure I. 
Probes (actual size). 


Finally, cases in which several probings are required 
are suspected by many writers (Parsons and Duke-Elder, 
1948) to be due to diseases such as tuberculosis, and for 
this reason these authors give a warning against repeated 
probing in the case of an infant. 


Review of 130 Cases. 


I have reviewed 130 cases of congenital epiphora treated 
by me during the last few years (the majority at the 
Brisbane Children’s Hospital). The patients at the first 
examination ranged in age from four weeks to five years, 
with an average of about three months. Epiphora occurred 
with approximately equal frequency in males and females, 
and also in right and left eyes. Bilateral epiphora was 
seen in 12% of cases. 

The following abnormalities were observed. (i) In a 
number of cases the lower punctum was situated further 
back—that is, conjunctivally—than normal. (ii) Many 
puncta were smaller than normal. (iii) In a female 
infant, aged two months, the right upper punctum was 
absent. A boy, aged five years, had complete absence of 
both puncta in his right eye and absence of the upper 
punctum in the left eye. 


Treatment. 


Conservative treatment is obviously successful in a large 
percentage of cases. Of this series, in 20 cases the con- 
dition cleared up on conservative treatment at ages 
ranging from a few weeks to seven months. This number 
would no doubt have been greater had the treatment been 
persevered with for a longer period in all cases. Moreover, 
no complications developed in any of the cases in which 
conservative treatment was employed. However, there 
were a few children, aged one year or more when first 
examined, for whom this form of treatment had failed, 
and it would appear that the majority of patients respond- 
ing to conservative measures do so in the first six months 
of life. On the other hand, the whole procedure is a 


nuisance to the mother, and the condition is a constant 
source of anxiety to the parents, whereas probing gives 
a highly satisfactory result in the majority of cases. 


which, if anything, makes it harder to judge the position 
and direction of the tip of the probe. In most cases the 
lower punctum was used, and on the relatively few 
occasions on which there was difficulty in passing the 
probe without forcing it (obviously undesirable), the 
upper canaliculus was used instead. 


In a number of instances the watering and discharge 
took several weeks to clear up, so that one should not 
carry out reprobing for at least one month after the 
initial probing. Nevertheless there remains an appreciable 
number of cases in which more than one probing is 
required before the symptoms disappear. In Carter’s 
series, mentioned previously, reprobing was necessary in 
10% of cases, and in the present series I found that 
probing had to be repeated in 6% of cases. 


Some of these cases present a problem. For example, 
I treated a boy, aged four years, who had undergone 
probing on three previous occasions without success. The 
epiphora cleared up when it was treated by the hollow 
probe technique to be described. 


Hollow Probe Technique.—Some years ago Dr. F. Garrett 
Scoles informed me of a procedure which he had success- 
fully employed at the suggestion of Dr. Herbert Earnshaw. 
A hollow probe was passed in the usual manner, and then 
a length of horsehair suture was threaded through the 
probe and was pulled out of the nasal cavity anteriorly. 
The probe was then removed and the two ends of the 
suture material were tied together and the suture was left 
in situ for several days. On the first two occasions on 
which I tried the procedure I had the assistance of either 
an experienced pediatrician or an oto-laryngologist, but 
neither was able to locate the nasal end of the suture 
material. However, in both instances I was able to pass 
‘a length of silkworm gut through the probe and backwards 
into the upper part of the pharynx, and I have successfully 
performed this manceuvre on seven occasions (see Figure 
II). The advantage of using the silkworm gut is that, 
being much less pliable, it is more easily passed through 
the probe and into the pharynx; the latter mancuvre also 
obviates the necessity of having an assistant. The reason 
why it is easier to pass the suture material backwards 
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instead of forwards in the nasal cavity is that the naso- 
lachrymal duct usually passes backwards at an angle of 
15° to 20° (Duke-Elder, 1942). 


A number 22 serum needle was converted into a hollow 
probe and the upper canaliculus was used on every 
occasion, as this canaliculus makes a less acute angle 
with the naso-lachrymal duct and so renders the suture 
material less likely to tear the punctum. The suture was 
strapped to the forehead and left in situ for several days. 
Provided that the mother is prepared to take precautions 
to prevent the infant from pulling out the suture (for 
example, splinting the arms), admission to hospital is not 
necessary. In five cases in which the condition was 
resistant to previous probings the foregoing method was 
entirely successful. The two remaining patients were 


Ficure II. 
Showing silkworm gut in position. 


young infants presenting with acute dacryocystitis and 
requiring an incision to let out the pus. When the 
inflammation had settled down, the hollow probe technique 
was employed in the hope of establishing drainage per 
vias naturales. The mother of one infant reported five 
months later that the symptom had completely dis- 
appeared. The other infant, however, was brought back 
two months later with a recurrence of the epiphora and 
discharge, and this case must therefore be regarded as a 
failure. Unfortunately I lost track of this latter case, 
in which it would seem advisable to attempt a dacryocysto- 
rhinostomy, as in the successful case reported by Redmond 
(1949). In the other cases there were no complications 
and certainly no evidence of disease such as tuberculosis. 
The ages. of the children on whom the hollow probe 
technique was used ranged from seven months to four 
years. 

With regard to the eye with complete absence of both 
puncta, I was unable to find any evidence of either puncta 
or canaliculi at operation. 


Summary. 


1..A review was made of 130 cases of conpinial 
epiphora. There was one patient with absence of the 
right upper punctum, and another with complete absence 
of both puncta in the right eye and absence of the upper 
punctum in the left eye. 


2. Conservative treatment should be tried in the majority 
of cases for a few weeks. 


3. A narrow, straight probe should be used for either 


punctum; but if there is difficulty in probing the lower 


canaliculus the upper should always be substituted. 


4. In many instances the watering and discharge do 
not clear up for a few weeks, and reprobing should not 
be carried out under one month. 


5. In the series 6% of patients required several probings 
and in resistant cases of this type the condition was cured 
by the hollow probe technique. 


6. The hollow probe method was used successfully in 
the treatment of one patient who had suffered acute 
dacryocystitis. 
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CROSS-INFECTION OF SURGICAL WOUNDS: 


By M. RountTREE, D.Sc., 


Fairfax Institute of Pathology, Royal Prince Alfred 
Hospital, Sydney. 


In discussing the problem of hospital infection of “clean” 
surgical wounds from the bacteriologist’s point of view, 
I propose to deal with the organisms commonly responsible 
for infection and with their possible modes of spread 
within hospitals, and finally to give some suggestions as 
to control measures that may be practicable. Cases of 
cross-infection seen by the individual surgeon are fre- 
quently regarded only as unfortunate but incidental 
accidents, and it is only when the overall figures of cross- 
infected wounds in a large hospital are collated that the 
magnitude of the problem becomes apparent. It is for 
this reason that I have attempted an estimate of the 
incidence of wound cross-infection in one hospital. 


The organisms with which I shall deal in detail are the 
group A hemolytic streptococci and the coagulase-positive 
staphylococci, although it should not be forgotten that 
infections with clostridia, Pseudomonas pyocyanea and 
coliform bacilli also occur and may create special problems. 


If we examine the recent history of streptococcal and 
staphylococcal infections, some instructive facts emerge 
from which we may be able to draw deductions as to the 
mode of spread of these organisms. In England, where 
much work was done during the war years on hospital 
cross-infection, it was recognized that the streptococci 
were widespread and dangerous pathogens in surgical and 
children’s wards. It was to the object of eliminating them 
from burns that Colebrook’s work at the Medical Research 
Council Burns Unit at Birmingham was_ directed. 
Colebrook has demonstrated that this object can be 
achieved by employing strict aseptic routines of dressing 
burns in a special plenum-ventilated operating theatre. 
His recent book “A New Approach to the. Treatment of 


1Read at a meeting of the New South Wales Branch of the 
British Medical Association on June 28, 1951. 
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Burns and Scalds” gives very full details of the methods 
used and advocates the setting up of burns units in all 
large cities. I suggest that it should be of interest to all 
surgeons confronted with the problem of treating burns. 
However, Colebrook admits that these methods have been 
unsuccessful in preventing the access of staphylococci to 
burns, since he states that every unhealed burn becomes 
infected within a week, although he makes no definite 
statement as to the effect of this infection on healing and 
on the final cosmetic result. I think that this statement 
is of some significance in deciding how and when infection 
with staphylococci occurs. 


In 1944 and 1945, just prior to the advent of penicillin 
for civilian use, Rountree and Armytage made a study at 
the Royal Prince Alfred Hospital of the distribution of 
hemolytic streptococci in the dust and air of wards, in 
“clean” surgical wounds, and in blankets from the surgical 
wards. The organisms were found in the air during bed- 
making, in the dust in large numbers, in some wounds, 
and in large numbers in 31 out of 47 blankets examined. 
In the following year, however, no streptococci could be 
found in blankets or dust in one particular ward which 
had been a fruitful source of them in the previous years. 
Last year we made a similar survey, again without finding 
the organisms. It is impossible to obtain any exact 
figures of the incidence of streptococcal cross-infection at 
the earlier period, but some was certainly occurring. 
Nowadays our impression is that it is rare. To check this 
impression I have examined the records to find the origin 
of all group A hemolytic streptococci isolated in our 
routine laboratory during the eleven months from July, 
1950, to the end of May, 1951. Excluding those from throat 
swabs, sputum and outdoor or casualty patients, we 
isolated a total of 72 strains. The patients’ records 
revealed the figures shown in Table I. From these figures 
I draw the conclusion that in the eleven months’ period 
there were only four cases of clinical infection of clean 
surgical wounds with hemolytic streptococci. It may be 
objected that we did not receive swabs from other cases 
in which infection occurred. This, however, is unlikely, 
and as I will show in a minute, we did in fact examine 
large numbers of swabs from cross-infected wounds. With 
regard to the five infected burns it is not possible to be 
certain where they acquired their infection; but it is 
likely that some at least were infected before the patient’s 
admission to hospital. 


Turning to the staphylococci, we find a very different 
picture. It is our practice to carry out antibiotic sensi- 
tivity tests on and to phage-type all coagulase-positive 
staphylococci isolated in our routine laboratory. Phage- 
typing allows us to differentiate the species Staphylococcus 
pyogenes into at least 100 different phage patterns and has 
proved a very valuable aid in epidemiological studies. 
For my purpose tonight I have selected the records of all 
strains of Staphylococcus pyogenes isolated from patients 
in the general surgical and orthopedic wards of the hos- 
pital for the twelve months from May, 1950, to the end of 
April, 1951. Some of these strains will have come from 
patients admitted to hospital for the treatment of infec- 
tions such as abscesses, but many may be expected to be 
the result of cross-infection. It should be noted that these 
strains represent those causing infection apparent enough 
to induce the medical officer to send a swab to the labora- 
tory. Of a total of 288 strains examined, 80% (232) were 
penicillin-resistant and 129 (45%) were also resistant to 
streptomycin. A large proportion of the strains isolated 
from these patients were therefore antibiotic-resistant, 
and what was even more important from the epidemio- 
logical point of view was that they comprised only five or 
six phage types, whereas the penicillin-sensitive strains 
comprised a very large number of types. The penicillin- 
sensitive strains probably came from patients admitted to 
hospital with infections. The resistant strains are 


identical with those that have been isolated over the past 
two and a half years from patients known to have been 
cross-infected in hospital, and the conclusion is inescapable 
that we have had at least 230 clinical cases of staphylo- 
coceal cross-infection of wounds in the past twelve months. 
These figures afford confirmatory evidence of a process 


which we have been studying for some time—namely, the 
emergence in hospital environments of strains of antibiotic- 
resistant staphylococci as the predominant cause of sur- 
gical wound infection—and serve to show the magnitude 
of the problem. 


How have these antibiotic-resistant strains arisen? 
When we commenced our studies the penicillin-resistant 
strains were already well established, but we were not 
then using streptomycin for treatment. At that stage we 
found no_ streptomycin-resistant strains. They first 
appeared in surgical wounds and burns which had been 


TABLE I. 
Clinical Source of 72 Strains of Group A Hemolytic Streptococci 
Isolated from July, 1950, to May, 1951. 


Number of 
Source of Organisms. Cases. 


Ear infections 23 
Cellulitis and other skin conditions, on patient’s admission | 
to hospita 20 
Infected varicose ulcers : patients admitted for “surgical a 
treatment 9 
Chronic osteomy: elitis 5 
4 
5 
Probable hospital ‘infections 6 
Bed sore 


Peritonitis after appendicectomy 
Surgical wound infection . . 
Dermatitis .. 


| 


cross-infected with the penicillin-resistant hospital strains, 
and which were in consequence treated with streptomycin 
(Barbour, 1950). As a result of mutation these strains 
also became resistant to streptomycin and were able to 
grow in the streptomycin-treated lesions and from them 
speedily spread throughout the _ hospital. Figure I 
(Rountree, Barbour and Thomson, 1951) gives the inci- 
dence of penicillin-resistant and of both penicillin-resistant 
and streptomycin-resistant staphylococci isolated in our 
routine laboratory for twelve months ending March, 1950, 
and illustrates the increasing incidence of the strepto- 
mycin-resistant strains month by month. 


It should be noted in parenthesis that this phenomenon 
does not appear to be occurring in the general population. 
The figures for strains isolated from out-patients are much 
lower than those for in-patients. In addition we have 
examined strains obtained from the noses of blood donors 
at the Red Cross Blood Transfusion Service. Two years 
ago we (Rountree and Thomson, 1949) found only eight 
of 95 strains obtained from this source to be penicillin- 
resistant, and a recent survey gives almost identical values, 
seven of 97 strains being penicillin-resistant. None of 
these strains was streptomycin-resistant. 


To summarize, therefore, we have now a situation in 
which hemolytic streptococci have almost entirely dis- 
appeared as the cause of surgical wound infection in our 
hospital (this despite the fact that there have been no 
alterations or improvements in the techniques of operating 
theatre management or in arrangements for dressing 
wounds or burns), but in which there were at least 230 
eases of staphylococcal wound infection in twelve months 
that were due to what may be termed antibiotic-resistant 
hospital -strains. 


One may be permitted to speculate on the cause or 
causes of this phenomenon. Two factors are clearly of 
importance. The first is that antibiotic-resistant mutants 
of the hemolytic streptococci are exceedingly rare, whereas 
the staphylococci readily mutate to resistance. The 
administration of penicillin and streptomycin will there- 
fore eliminate before clinical infection is apparent any 
streptococci which may gain access t» wounds during 
operation or dressing, but it will have little or no effect if 
wounds are infected with resistant staphylococci. Another 
factor which is of importance is that nasal carriers among 
the nursing and surgical staff may be potent sources of 
infecting organisms. This has been shown by Hamburger 
and his co-workers in the United States of America (1945) 
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to be certainly so for nasal carriers of hemolytic strepto- 
cocci, and it is a significant fact that, although in the 
past two years I have examined 1500 nasal swabs, only 
on one occasion have I found a carrier of hemolytic 
streptococci. However, throat carriers of hemolytic 
streptococci do occur. Of 227 throat swabs received from 
members of the nursing staff during six months from 
July to December, 1950, 20 (8:1%) were found to contain 
group A hemolytic streptococci. Similarly, 17 (7:3%) 
of 215 children admitted to hospital during the same 
period were found to be throat carriers of this organism. 
It would appear that throat carriers are not such impor- 
tant causes of infection as nasal carriers. On the other 
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Ficure I. 


Incidence of penicillin-resistant and of streptomycin-resistant 

and penicillin-resistant strains of Staphylococcus pyogenes 

isolated from April, 1949, to March, 1950. (From Rountree, 
Barbour and Thomson, 1951.) 


hand, surveys have established that the nasal carrier 
rate for staphylococci in the hospital staff is at least 50%. 
Of these carriers approximately 30 in every 100 are 
carrying the antibiotic-resistant hospital strains. 
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Ficure II. 


Incidence of nasal carriers of Staphylococcus pyogenes 
among trainee nurses. (Taken from Rountree and 


Barbour, 1951.) 


Rountree and Barbour (1951) have studied how these 
hospital strains are acquired by the nursing staff and 
have thereby gained some insight into the way in which 
they may be spread in the hospital. The investigation 
consisted essentially in examining nasal swabs from pro- 
bationer nurses on entry into the preliminary training 
school, at the end of the six weeks in the training school, 
and after five weeks and after ten weeks in the wards. 


Figure II shows the findings. During the training school 
period there was little change in the carrier rates, but 
after five weeks in the wards approximately 30% of the 
non-carriers had acquired the resistant hospital strains. 
The duties of these junior nurses do not involve dressing 
of wounds, but they do make patients’ beds. In our opinion 
they probably acquire the strains from blankets infected 
with wound discharges or from the ward dust. Air 
samples taken in the surgical wards during bed-making 
disclosed large numbers of staphylococci in the air, and 
nearly all these strains belonged to the types found in 
the cross-infected wounds. These nasal carriers, having 
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Fieure III. 


Possible pathways of wound infection with Staphylococcus 
pyogenes. (Adapted from Mitman, 1945.) 


acquired the resistant hospital strains, continue to carry 
them for very long periods of time, and must constitute 
a reservoir of infection when placed in situations where 
they may shed their organisms onto exposed wound 
surfaces. 

Is infection more likely to occur in operating theatres 
or in wards? This will depend on circumstances. The 
routes by which the staphylococci are transmitted from 
patient to nurse, from nurse to patient or from patient to 
patient are obviously complex. Under one set of circum- 
stances direct transmission of organisms from doctor or 
nurse in the operating theatre to the wound surface may 
be important. Under different conditions infection may be 
by dressings or instruments infected indirectly by con- 
taminated blanket fibres, or ward dust, or by particles 
containing bacteria which are floating in the ward air. 
Figure III summarizes the possibilities and illustrates the 
vicious circle in which we find ourselves. This circle 
seems to have been broken for the hemolytic streptococci, 
but the staphylococci are now so widespread in hospital 
environments that it is difficult to see how they may be 
eliminated. 

However, some tentative suggestions may be made as to 
measures which may help to reduce their incidence. 

1. The nose is a potent source of infection and must be 
adequately covered at all times during surgical procedures 
and wound dressing. 

2. Blankets are also a potent source of infection and 
should never be admitted to operating theatres. Colebrook 
has shown that even gentle handling results in the release 
of clouds of bacteria. The only exception to this rule 
should be when a supply of properly oiled and detergent- 
treated blankets is available for theatre use, if not through- 
out the hospital. 

3. Much more care should be taken in the dressing of 
wounds in open wards, and the “no touch” technique of the 
Medical Research Council of Great Britain should be 
adopted whenever practicable. 


Conclusions. 


The following conclusions can also be drawn from the 
facts presented. 
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1. That penicillin and streptomycin cannot be relied 
upon to prevent the infection of surgical wounds with 
staphylococci. 


2. That once infection of a clean wound has appeared, it 
is useless to treat it with penicillin or streptomycin or 
both until a laboratory examination has been made and 
the nature and antibiotic sensitivities of the infecting 
organisms have been determined. 
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CLINICAL OBSERVATIONS ON A SERIES OF CASES 
OF ADVANCED MALIGNANT DISEASE TREATED 
WITH ANTIBIOTICS AND ACTH. 


By F. A. MaGcuireE and MABEL McELHONE, 
Sydney. 


TuHIs work is based on the theory that cancer is caused by 
a virus. The virus is regarded as occurring in a passive 
state in the body cells. For a cancer to start growing it is 
necessary to have (i) an activating cause, which may be 
chemical, physical or hormonal; (ii) a continuing cause— 
the virus. When activated, the virus enters the nucleus 
and sets up the changes that lead to the abnormal and 
disordered mitosis which is characteristic of “cancer” or 
“malignant disease” (Rous, 1911, 1936, 1943; Shope, 1932a, 
1932b; Bittner, 1939, 1940; Oberling, 1944; Hench, 1950; 
Forsham, 1951). 

It was thought that if an antiviral substance was given 
the virus in the cells could be made accessible by means of 
ACTH and that then the administration of these two 
substances would control the virus and relieve the symp- 
toms that were resulting from the advancing malignant 
changes in the cells. 

Mr. E. J. Hallstrom,’ the Sydney philanthropist, while on 
a recent visit to the United States of America, called on 
a research worker, who was working in one of the leading 
laboratories on virus tumours in mice. She informed Mr. 
Hallstrom that when she gave cortisone to such mice, 
the tumour regressed for varying periods, but the mouse 
died of a recurrence very soon. But when she added an 
antibiotic, which in this case was aureomycin, not only did 
the tumour regress completely, but the mouse lived out its 
full mouse life. These observations led Mr. Hallstrom to 
suggest, on his return to Australia, that experiments of a 
similar nature might be tried out in cases of cancer in 


human beings. 


1This clinical investigation has been made possible by the 
generosity of Mr. E. J. Hallstrom, who has met the heavy 
expenditure involved in the supply of ACTH, cortisone and other 
drugs. He has also borne the entire hospital fees of nearly 
all these patients, including the serological, biochemical, patho- 
logical and radiological investigations. 


After consultation with other workers in this field. jit 
was decided to undertake the treatment of a series of 
patients with advanced inoperable cancer, as a clinical 
investigation. In every case the diagnosis had been con- 
firmed by biopsy. 

The patients have been treated at Normanhurst Private 
Hospital, Ashfield, at Gloucester House (Royal Prince 
Alfred Hospital), at the King George V Memorial Hospital 
for Mothers and Babies (Royal Prince Alfred Hospital), 
and at Kuringai Community Hospital, Chatswood. Grateful 
acknowledgement is made to the management, the medical 
staff, the sisters and the nurses of these hospitals for their 
cooperation. 

At no time has any claim been made, nor is it in any 
sense made now, that a cure has been found for cancer. 
We agree entirely with the criteria for the maintenance 
of health in such a disease as Addison’s disease, as laid 
down in a special article on the treatment of Addison’s 
disease in the American publication Post Graduate Medi- 
cine (1950), Volume VIII, Number 5. The standards of 
effective therapy were: (i) a sense of well-being; (ii) 
good appetite and digestion; (iii) ability to carry. on 
gainful occupation; (iv) normal weight and blood pressure 
levels. To these we would add (i) relief of pain, (ii) 
relief of distressing symptoms. 

It is to be noted that these same standards also apply 
equally to all cases of diabetes and pernicious anzmia, 
in which the disease is controlled but not cured, but the 
patient is able to carry on a normal life and live in 
comfort for many years. 


If these standards are taken, all the patients who have 
been treated, with the exception of one in a very advanced 
stage who died in the second week of treatment, have up 
to the present measured up to a great degree of these 
standards. One patient, a solicitor, is taking part again in 
some of the routine work of his practice. Four others 
are returning home shortly on maintenance doses. The 
remainder are feeling very well and comfortable, and are 
ambulatory; when taken under treatment they were weak, 
bedridden and in pain, and in several cases had an expecta- 
tion of life of only a very few days or weeks. 


The following observations are the outcome of nine 
weeks’ treatment of some of the patients, and a lesser 
period of others. Five patients have been under continuous 
treatment since September 3, 1951, and others for a shorter 
time. In all, 15 patients are under treatment. 


Preliminary Clinical Observations. 


A patient who is commencing this course of treatment 
should have the following observations recorded: (i) 
Height. (ii) Weight both at the commencement of treat- 
ment and the normal weight before the disease was 
originally observed. (iii) A full blood count, with par- 
ticular reference to eosinophile cells (Thorn’s test). (iv) A 
hematocrit reading. (v) Blood pressure. (vi) An electro- 
cardiogram. (vii) Biopsy of the original growth and, if 
possible, of any metastases. (viii) X-ray films of the 
parts applicable—for example, the lungs for secondary 
deposits et cetera. (ix) A 17-ketosteroid estimation. (x) 
Photographs of the patient and of any tumours or surface 
growths. (xi) Accurate measurement of any lumps, 
tumours, glands et cetera that are palpable. 


Observations during treatment should include the fol- 
lowing: (i) A daily record of temperature, pulse rate and 
respiration rate. (ii) A daily blood pressure record. 
(iii) A daily weight record. (iv) A blood count .every 
third or fourth day, with particular reference to the 
eosinophile cells. (v) A hematocrit reading when thought 
necessary. (vi) A daily test of the urine for sugar. 
(vii) A 17-ketosteroid estimation when thought necessary. 
(viii) An _ electrocardiogram when thought necessary. 
(ix) A record of three-day or four-day intervals of any 
alteration in tumour masses et cetera, with measurements 
and photographs if possible. 

The patients are kept on a diet of low salt content. 
Salt is not excluded from the cooking in the kitchen, but 
is not added to the food on the plate. Potassium chloride, 
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15 grains: (one gramme), may be given in water three 
times a day if there is any sign of hypopotassemia, as 
shown by weakness in the muscles or alteration in the 
electrocardiogram. 


The Treatment. 
Antibiotics. 


Aureomycin has been used in the present series. At 
first we started with four capsules and then we gave two 
capsules every six hours. In the very advanced cases we 
increased the dose to four capsules every six hours. The 
side effects one often sees, such as sore tongue, sore 
throat, nausea, diarrhea and pruritus, have been absent in 
all but two cases, and of these there was only a mild 
nausea in one and slight diarrhea in another. In these 
two the treatment was changed over to “Chloromycetin”, 
two capsules every six hours, or in one case three capsules 
every six hours. There were no side effects from this. 


ACTH. 

The anterior corticotrophic hormone, released from the 
anterior lobe of the pituitary body, stimulates the adrenal 
cortex to produce its steroid hormones, including Kendall’s 
compound E. The cortical steroids have a profound effect 
on the metabolism of the cell, producing a breakdown of 
the proteins and carbohydrates (gluconeogenesis), as well 
as having a great influence on the potassium ion. These 
cortical steroids may thus either release the cancer virus 
from the cell into the blood-stream or allow access of the 
antiviral agents to the virus in the cell. Whatever may be 
the biochemical or pathological explanation, there is no 
doubt in our minds that, clinically, there are a great 
reinforcement of the antiviral activity of aureomycin and 
its allied antibiotics and a cancelling out of the toxic or 
side effects, both of aureomycin on the one hand and of 
ACTH on the other. In our series of cases, small though 
it is at present, we have not seen any serious side effects 
from ACTH even in large doses. 


The dosage used is graded. After twenty-four hours’ 
cover by aureomycin, ACTH is given on the following scale 
in divided doses every six hours (it was found most prac- 
ticable to give these doses at 5 a.m., 11 a.m., 5 p.m. and 
11 p.m.): first day, 50 milligrammes or international units; 
second day, 60; third day, 70; fourth day, 80; fifth day, 
70; sixth day, 60; seventh day, 50; eighth day, 40; ninth 
day, 30; tenth day, 20; eleventh day, 10; twelfth day, nil; 
thirteenth day, 10; fourteenth day, nil; fifteenth day, 10. 

This at first completed our course. But it was soon 
shown, both by lassitude and by an indication of the return 
of symptoms, such as pain, that this was not enough. It 
was necessary to use a maintenance dose of from 10 to 40 
milligrammes a day, according to the needs of the 
individual patient. 

In some very advanced cases, when the maximum dose 
of 80 milligrammes a -day is reached on the fourth day, 
this dose has been maintained for twelve days without any 
ill effects, and in every case to the great benefit of the 
patient. The dose has then gradually been reduced to 
60, 4@ or 20 milligrammes a day as a maintenance dose. 
Indeed, we are forming the opinion that larger doses can 
be given fer longer periods and that the proper indication 
for reduction of the dose is evidence of intolerance by the 
patient. We should be prepared at least to double the 
maximum doses for patients who did not respond to 
treatment, whose lesions were very advanced. 


The patients started off with an initial gain in weight 
of 10 to 12 pounds in the first week. This was apparently 
due to retention of fluid, either in the cells or in the extra- 
cellular tissue spaces. Then several, but not all, showed 
signs of edema, either in the shins or in the arms. At 
first our impulse was to stop the ACTH, but we decided 
to continue the dose. To our surprise, after some increase 
in cwdema, several of our patients suddenly showed pro- 
nounced diuresis, and in twenty-four hours the edema 
disappeared and did not return, even though a maintenance 
dose of 40 milligrammes a day was continued for some 
weeks. After the diuresis, which reduced the body weight, 
the patients gained weight steadily. 


There has been no evidence of euphoria in any of the 
patients. There have been a decided improvement early 
in the treatment in the feeling of physical well-being and 
a loss of lassitude, together with an inclination to do more 
and to take more exercise. No patient has shown the 
slightest sign of psychosis. 


One outstanding feature has been the great improvement 
in appetite in every case. Before treatment was started 
all patients showed the usual loss of appetite and aversion 
to food, often accompanied by vomiting, which is charac- 
teristic of the final stages of malignant disease. Within 
a few days every patient had regained his desire for 
food. All vomiting ceased. Within two weeks the patients 
were eating voraciously. This has continued im every case. 


Supplementary Treatment. 


Every patient has been given, at every six-hourly treat- 
ment, a glass of milk, two tablets of vitamin B group, and 
bread and butter with “Marmite”. Blood transfusions have 
been given to patients when considered necessary. An 
injection of “Cytamen” (vitamin B,,), 100 microgrammes, 
has been given intramuscularly twice a week when 
considered necessary. 


Types of Malignant Disease Treated. 


The treatment has not been confined to one type of case 
or to cancer. of one organ. It has been observed that no 
matter what type of cancer has been treated, the general 
pattern in improvement has been the same, : The lesions 
include the following: carcinoma of the rectum, five cases; 
bronchogenic carcinoma, one case; carcinoma of the kidney, 
one case; carcinoma of the urethra, one case; carcinoma 
of the cervix, one case; carcinoma of the tongue, one case; 
lymphosarcoma, one case; carcinoma of the breast with | 
metastases in glands and lungs, one case. Three patients 
suffering from leuchemia have also been treated. 


Reports of Cases. 


Case I.—Mr. O’B., aged forty-four years, by occupation 
a toolmaker, was suffering from bronchogenic carcinoma. 
He reported to the Pulmonary Clinic at Sydney Hospital in 
July, 1950, with a history of cough, present for eighteen 
months, with blood-stained mucoid sputum. He had had 
frequent small hemoptyses for the previous two months. 
X-ray examination revealed a central area of consolidation 
in the upper lobe of the right lung. He was admitted to 
Sydney Hospital in September, 1950, with a provisional 
diagnosis of bronchogenic carcinoma. The condition was 
considered inoperable, and he was referred to the deep X-ray 
department. Repeated bronchoscopic examinations until 
March, 1951, failed to reveal any microscopic evidence of 
new growth. In the tissue taken for biopsy at this stage, 
however, examination of smears stained according to 
Papanicolaou’s method showed a few cells having the 
doubtful characteristics of malignant change. On April 18, 
1951, a bronchoscopic examination was carried out by Dr. 
H. Maynard Rennie at the Royal Prince Alfred Hospital. 
The report is as follows: 

Trachea normal, carina normal, right main bronchus 
proliferating lesion arising from the posterolateral wall 
at level of the carina, and extending upwards towards 
the trachea. Hard, irregular and bleeds easily. 

The condition was considered to be inoperable broncho- 
genic carcinoma. 

After examination of a biopsy specimen, the report was 
as follows: “Lesion is squamous carcinoma.” — 


On May 21 the patient was readmitted to Sydney Hos- 
pital after a large hemoptysis. X-ray examination at that 
time revealed consolidation of the upper lobe of the right 
lung with some atelectasis. He was discharged from hos- 
pital on June 13 and had since reattended the Pulmonary 
Clinic on two occasions, when the veins on the face, neck 
and thorax were grossly distended. He has had three 
courses of deep X-ray therapy, without showing any sign 
of improvement. 

He was examined by us in the middle of August, 1951. 
He was then suffering from severe dyspnea; he was 
cyanotic. The veins on his neck, thorax and abdomen were 
grossly enlarged, some of them being up to one-third of an 
inch in diameter. Any movement caused dyspnea. He 
spoke with considerable difficulty and was coughing very 
frequently, bringing up blood-stained sputum. 
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On his admission to Normanhurst Hospital on September 
8 he was in a grave condition. The symptoms were more 
aggravated. He was still more cyanotic, the veins were 
larger, he was coughing continuously and producing foul- 
smelling blood-stained sputum in large amounts. His con- 
dition was so grave that the ward sisters feared that he 
would die during the night of September 3. He was com- 
plaining of a severe pain over the right shoulder extending 
up the right side of the neck, which had m present for 
several weeks. He had lost one and a half stone in weight 
in two months. On his admission to hospital his weight 
was nine stone seven pounds. The circumference of his 
neck was inches. 

Treatment was commenced on September 4. The adminis- 
tration of aureomycin was begun on September 4 and that 
of ACTH on September 5. On September 6 there was a 
considerable improvement in his general condition. The 
cyanosis had decreased. The pain in the shoulder had dis- 
appeared. The sputum was frothy and white, with no sign 
of blood. He was able to lie on his right side for the first 
time for twelve months. On September 8 he was sleeping 
right through the night without coughing. His colour had 
become almost normal, and the veins on his body were con- 
siderably smaller. On September 9 he had gained four 
pounds in weight, his appetite was improving, and he took a 
bath at his own request, without dyspnea; he had not been 
able to do this for several months. On September 10 the 
large veins on his body had almost disappeared. He began 
to show a slight localized edema on the left forearm. This 
was followed two days later by cdema of the other arm. 
By this time he had lost all dyspnea, and he could speak 
and move normally. He could walk around the ward with- 
out any embarrassment. He was asking for second helpings 
with each meal, as well as having extra food brought in by 
his relatives. His blood pressure on his admission to hos- 
pital was 90 millimetres of mercury, systolic, and 60 milli- 
metres, diastolic. At no time has it risen over 130 milli- 
metres of mercury, systolic, and 90 millimetres, diastolic, 
and it has been maintained on an average of 120 millimetres 
of mercury, systolic, and 80 millimetres, diastolic. By 
September 15 the wdema in his arms had increased some- 
what, and he had some tenderness along the brachial veins. 
He was then examined by Dr. Harold Ciummine, who 
reported that his fibrinogen B level and prothrombin index 
were both normal. 

On September 25 another bronchoscopic examination was 
performed by Dr. H. Maynard Rennie, who reported that 
the bronchogenic carcinoma was still present, and had 
extended since the examination in April. A snipping was 
taken, and the pathological report by Dr. McGovern read 
as follows: “The tumour is if anything more anaplastic 
than in the previous biopsy.” He had no hemorrhage on 
returning to hospital after the bronchoscopic examination. 
A few days later he got a chill, and developed mild 
pneumonia with blood-stained sputum. A leucocytosis of 
18,000 per cubic millimetre was present. He was given 
dihydrostreptomycin, and his condition settled down in four 
days. The blood then disappeared from the sputum, and he 
was as active as before. 

At the time of this report he is still active, his colour is 
good, his weight is nine stone, and his blood pressure is 125 
millimetres of mercury, systolic, and 75 millimetres, 
diastolic. He still has some cedema of the forearms. He 
feels so well that when the cedema in his forearms is relieved, 
he wishes to go back to work. 


Case 11.—Mr. C.T., aged fifty-four years, had been in 
Sydney Hospital on several occasions, the last being on 
July 16, 1951. In January, 1951, on his admission to hos- 
pital, his complaints were as follows: intermittent passing 
of blood and pus per urethram with wind, diarrhea for five 
days, and colicky abdominal pain present intermittently 
over two years. . Sigmoidoscopic examination on July 18 
revealed a mass four inches in from the anal verge, but 
biopsy showed this to be an adenocarcinoma. On cystoscopic 
examination a large mass was observed in the bladder, 
occupying the left part of the base and extending down to 
the bladder neck, completely obscuring the left ureteric 
orifice. From the cystoscopic appearance the bowel lesion 
appeared to be low down in the sigmoid colon, and the neo- 
plasm involved the bladder wall. Laparotomy was performed 
on July 25, 1951, and the presence of an inoperable 
carcinoma involving the sigmoid colon, bladder and small 
bowel was confirmed. A transverse colostomy was per- 
formed and he was discharged from hospital on August 27. 

On his admission to Normanhurst Hospital his weight was 
eight stone seven pounds. His normal weight was twelve 
stone seven pounds. His height was five foot nine inches. 
He was thin and cachectic, and was able to walk only with 
the assistance of two nurses. His blood pressure was 95 


millimetres of mercury, systolic, and 65 millimetres, 
diastolic. The abdomen was distended and no mass was 
palpable. He was passing watery motions, which consisted 
apparently of urine draining from the fistula in the bladder, 
and some blood and pus were present in the urine. Treat- 
ment was started on September 4. On September 7 he had 
gained three pounds in weight, his blood pressure was 110 
millimetres of mercury, systolic, and 60 millimetres, diastolic, 
the bladder symptoms were completely relieved, and he was 
walking easily and comfortably. He was eating well and 
felt hungry, and for the first time for eighteen months was 
out of pain. On September 10 he had gained seven and a 
half pounds in weight, his blood pressure was 110 millimetres 
of mercury, systolic, and 66 millimetres, diastolic, and he was 
eating well. On September 11 he had gained a further one 
and a half pounds in weight; he complained of slight 
“twinges” in the bladder and urethra, which he described as 
a feeling quite different from anything he had ever had 
before. He was asking for second helpings at every meal, 
and asking his relatives to bring extra food as well. He 
was going up and down stairs without any difficulty at all 
and without assistance. On September 15 he had slight 
cedema in the dorsum of each foot for the first time. His 
blood pressure was 105 millimetres of mercury, systolic, 
and 70 millimetres, diastolic, he was eating well, and he felt 
and looked well. All urinary symptoms had disappeared. 
On September 26 under “Pentothal’” anesthesia he was 
examined per rectum; the growth was smaller and firmer 
than it had been on his admission to hospital, and one could 
find no evidence of a fistula into the bladder. He has con- 
tinued to progress and has had no further disturbance of 
micturition. On October 20 he was again examined under 
“Pentothal” anesthesia and a snipping was taken. Patholo- 
gists reported that there was some necrosis in the growth, 
but that the adenocarcinoma of the rectum was still present. 


He is being maintained on a daily dose of 10 international 
units of ACTH and four capsules of aureomycin every six 
hours. He feels well, and is returning home at his own 
request for a couple of days. His weight is now a stone 
lower than on his admission to hospital. There is no sign 
of edema, and he has no pain or distress. An electro- 
cardiogram taken at the Hallstrom Institute of Cardiology 
on September 23 showed a normal tracing. A 17-ketosteroid 
estimation on October 19 gave the result 13°6 milligrammes 
for the twenty-four hours. 

Case III.—Mrs. M.C., aged fifty-four years, was examined 
nineteen years ago, when she was found to have carcinoma 
of the urethra confirmed by biopsy. This was treated locally 
with radium, and she remained free of symptoms for ten 
years. Nine years ago she began to have recurrences around 
the urethra at the base of the bladder. These were kept 
under control for seven years by either radium or deep 
X-ray therapy, carried out with the collaboration of Dr. 
Harold Ham. Two years ago the growth began to invade the 
base of the bladder, and she had complete incontinence of 
urine. The ureters were transferred to the rectum, and 
eighteen months ago the bladder was removed from below. 
Recurrences took place along the vaginal wall and the back 
of the pubis; she was in constant pain, needing pethidine 
several times a day; large, friable granular recurrent lesions 
were present along the vaginal vault at the back of the 
pubes and the lateral edges of the vagina. 

Treatment was begun on September 3. Within two days 
she lost all her pain, and she has needed no analgesics 
since. The growth in the vagina has disappeared except 
for one smail patch less than half an inch in length and 
about a quarter of an inch in width. There is no local 
tenderness. She has gained a stone and a half in weight, 
and is eating and sleeping well. She is now ambulatory, 
and is returning home with a maintenance dose of 10 inter- 
national units of ACTH and two capsules of “Chloromycetin” 
every six hours. She feels well enough to resume her 
occupation. On September 23 an electrocardiogram taken 
at the Hallstrom Institute of Cardiology showed a normal 
tracing. 

Cass IV.—Mr. W.L., aged thirty-five years, six foot two 
and a half inches in height, was perfectly well to December, 
1950, when his weight was 16 stone. He noticed that he had 
some frequency with his bowel motions, passing numerous 
small motions with no pain and no straining. He then began 
to lose weight suddenly and quickly. He consulted his 
doctor, who examined him and found what was apparently 
an inoperable carcinoma of the rectum. He was referred 
to a surgeon, who operated on him in February, 1951. Opera- 
tion showed that the pelvis was occupied by a hard, fixed, 
inoperable growth of the rectum, and a colostomy was 
established. In May, 1951, another surgeon took a snipping 
through a _ sigmoidoscope; examination of the material 
revealed adenocarcinoma. 
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The patient went home and rested in bed. The abdominal 
wound broke down and discharged through three sinuses. 
The discharge was copious and very foul-smelling. He lost 
four and a half stone in weight. Before his admission to 
hospital on September 3 he was treated by his doctor with 
“Chloromycetin”, one capsule every four hours, for twelve 
days with no result. The discharge was still very copious, 
aga being required every two hours, and was most 
offensive. 


On his admission to hospital his weight was 11 stone ten 
pounds. He was thin and cachectic and very tired, as he 
had had no sleep for some time because of the necessity 
of the frequent changing of his dressings {at least every 
two hours day and night). He had no trouble with the urine 
and no pain. The colostomy was working well and looked 
healthy. The abdominal scar was four inches in length 
with three sinuses, one at each end and one in the middle. 
There was no evidence of new growth in the sinuses. He 
was passing very frequent motions per rectum. His blood 
pressure on his admission to hospital was 90 millimetres of 
mercury, systolic, and 65 millimetres, diastolic. An X-ray 
examination of the chest revealed no abnormality. He had 
severe anemia and a low hemoglobin value. 


Treatment with aureomycin was commenced on September 
4. On September 5 ACTH therapy was started according to 
the plan detailed earlier. Three hours later the eosinophile 
cells had disappeared from the slide. Thorn’s test gave a 
positive result. On September 6 the blood pressure was 120 
millimetres of mercury, systolic, and 80 millimetres, diastolic, 
and there was much less discharge and no smell. He was 
feeling well and commencing to gain weight. He had a 
considerable increase in appetite. By September 9 the blood 
pressure was 110 millimetres of mercury, systolic, and 50 
millimetres, diastolic; he had gained four pounds in weight, 
and there was a little sugar in the urine, but this was due 
to his eating a great many sweets, as his appetite had 
become ravenous. Three days later he was feeling well 
and had slight edema of the shins. On September 15 the 
blood pressure was 140 millimetres of mercury, systolic, and 
80 millimetres, diastolic; he had some diuresis, and there 
was less edema. One sinus had almost closed. On September 
23 an electrocardiogram was taken at the Hallstrom Institute 
of Cardiology, with normal results. On October 4 an estima- 
tion of 17-ketosteroids was made; the reading was 14-9 milli- 
grammes in twenty-four hours. By September 30 he was 
feeling so well that he was going out and walking a mile 
without feeling tired. His sinuses needed dressing only once 
a day; the discharge was very small in amount and only 
mucoid in appearance. The sinuses were washed out daily 
with a solution of aureomycin in saline. After the routine 
treatment had been completed he felt tired and had lost 
all energy. He was then given a maintenance dose of 20 
international units of ACTH daily. This quickly restored 
him to activity. This treatment has been maintained ever 
since, but the dose has been reduced to 10 units daily. 
“Chloromycetin”, two capsules given every. six hours, was 
substituted for aureomycin in the second week in October, 
as he was having a little irritation with his colostomy. On 
October 20 he was examined under “Pentothal”’ anesthesia 
by the surgeon who had taken the snipping and made the 
sigmoidoscopic examination in May. The surgeon reported 
that the growth was smaller and harder than when he had 
examined it previously and that its surface was clean. No 
septic process was seen on the surface of the growth. The 
patient returned to bed in good condition, and waking an 
hour later felt well and ate a hearty lunch. At the end 
of October he was allowed at his own request to return 
home. He is leading a normal life at home and is attending 
to some of his professional business. His weight is thirteen 
and a half stone and his blood picture is normal. There is 
no sign of edema. He feels and looks well. He is con- 
tinuing on a maintenance dose of 10 ‘units of ACTH per 
day and two capsules of aureomycin every six hours. The 
pathological report on the latest snipping shows that adeno- 
carcinoma is still present in the rectum. In other words, he 
still has his growth, but he is feeling well and is able to lead 
a normal life. 
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DERMATITIS APPARENTLY CAUSED BY A 
STAPHYLINID BEETLE IN AUSTRALIA. 


By C. McKeown, F.R.Z.S., 
Assistant Curator of Insects, Australian 
Museum, Sydney. 


AtrnovcH staphylinid beetles of the genus Pcderus 
have, in other parts of the world, been recorded as injurious 
to man, no cases seem to have been recorded hitherto in 
Australia. Staphylinid or rove beetles, which are largely 
scavengers though occasionally carnivorous, occur commonly 
throughout this continent, and nearly 1000 species have 
been recorded as indigenous. The genus Pederus, which 
contains the previously recorded harmful species, is well 
represented. The rove beetles range in size from com- 
paratively large to quite small species; they are elongate 
and slender, and many of the smaller species are very 
ant-like in appearance. All are readily distinguished by 
their extremely abbreviated elytra (wing-covers), which 
cover only a very small portion of the abdomen. Most 
are black or of otherwise dull coloration, but a few are 
of bright or metallic tints. The insects occur under stones 
and logs, seaweed, and the carcasses and droppings of 
animals. The large, yellow-headed “devil’s coach-horse” 
(Creophilus erythrocephalus Fab.) is well known. It has 
the habit, common to many other species, of curling the 
abdomen in a menacing but harmless manner above the 
body when disturbed. 


On December 22, 1950, P. T. Millard, F.R.C.S. (Edin.), 
of Wagga Wagga, New South Wales, submitted a small 
beetle which proved to be Pa@derus cruenticollis Germ., 
a very slender species measuring about a quarter of an inch 
in length, of a general orange colour, with the elytra a 
metallic blue and the head and the extremity of the 
abdomen black. He wrote: 


In the accompanying jar are the remains of a small 
insect which has been prevalent here this year. I 
should be interested to know whether it is known to 
be the cause of inflammatory or allergic skin eruption. 

Several of my colleagues and myself have seen cases 
(I have been a sufferer myself) presenting wheals on 
the skin on exposed surfaces, particularly on the face 
and neck. The wheals have usually been 1 to 3 inches 
long and up to 4 inch wide with some surrounding 
inflammation. At first sight they have resembled a 
scratch with commencing spread, and I and several 
other doctors independently ave considered it to be an 
acute allergic reaction. . . . The linear shape is prob- 
ably due to the patient squashing and smearing the 
insect across the skin. The lesion has always been in 
an area readily accessible to the hand. 

Dr. Millard added that there was no direct evidence 
against the insect, except that it had been exceedingly 
prevalent at the time. 

Dr. William Beebe, Director, Department of Tropical 
Research, New York Zoological Society, describing the 
work of an expedition to Rancho Grande, Venezuela, 
mentions an invasion of small rove beetles—identified as 
Paderus columbinus—producing “ugly welts and scarlet 
weals over face and arms, suggestive of some loathsome 


= 
= 
| 


Or 


DeceMBER 8, 1951 


THE MEDICAL JOURNAL OF AUSTRALIA 


773 


disease. Apparently if a female beetle ran across the 
exposed skin she exuded an oily substance which was 
highly irritating and easily spread.” He also mentions 
that the eyes of the sufferers were almost closed. The 
beetles, attracted by light, entered the bedrooms through 
window crevices. The resemblance of these injuries to 
those described by Dr. Millard is inescapable. 

W. S. Patton describes the condition as “vesicular derma- 
titis’, caused by the entrance into the epidermis of the 
blood and juices of the genital tract of the beetles. He 
states that the “juices must be rubbed on the skin, as they 
are absorbed only through an injured epidermis, which is 
produced when one of the insects is crushed, the chitin 
of the exoskeleton causing minute breaks in the epidermis 
through which the blood and juices of the genital organs 
of the beetle enter the skin”. He considers that the severe 
dermatitis among fishermen and herdsmen on the Volga 
River, produced by Pederus fuscipes, depends on the fact 
that the skin is softened by excessive perspiration, as a 
greasy condition of the skin slightly lessens the action 
of the irritant. 

The following species of Pederus have been recorded as 
causing vesication when crushed on the skin: sabeus, 
tropical and southern Africa, West Africa, Congo et cetera; 
fuscipes, Asiatic (causing severe blistering); peregrinus, 
Java; cribripunctatus, Nairobi; columbinus, Brazil, Vene- 
guela et cetera; goeldi, Amazon; gemillius, India and 
Ceylon; and irritans, Ecuador. 

Pederus cruenticollis, the Australian species discussed 
here, appears to have been exceptionally prevalent towards 
the end of 1950, and many reports of their occurrence were 
received from southern and north-western New South 
Wales. This prevalence may possibly have been due to 
the heavy rains and flood conditions in those areas. 
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HYPERTROPHY OF THE LEG WITH ASSOCIATED 
VASCULAR ABNORMALITY (THE KLIPPEL-— 
TRENAWNAY SYNDROME): REPORT 
OF A CASE. 


By T. B. CULLITY. 
From The Clinical Research Unit, Alfred Hospital, 
Melbourne. 


Tus case of the deformity known as the Klippel- 
Trénawnay syndrome is reported, not only as an example 
of a bizarre, interesting and rare syndrome, but because 
of the abnormalities of structure and function which it 
illustrates. The association of hypertrophy of a limb with 
gross vascular abnormality has not been commonly 
reported 


Historical Note. 


Sir Prescott Hewitt, in The Lancet in 1867, reported a 
case in many ways similar to the one presented here. 
There were present enlargement of one leg, which was 
‘warm and abnormally vascular, a “port-wine stain”, and a 
systolic murmur heard over the heart. 

Sarah R., aged 17 years, was admitted into St. 
George’s Hospital, February 7th, 1865. The mother 
stated that when the child was born, her right thigh 
was noticed to be altogether larger than the left, and 
the veins of the extremity were enlarged. The girl 
herself stated that as long as sh> could remember there 


had been a peculiar “beating” in the leg. At first the 
swelling had been confined to the thigh, but it soon 
extended into the leg and finally to the foot. 

On admission the right lower extremity was found 
to be much enlarged, being not only increased in 
circumference but at least two inches longer than the 
left. The superficial veins were much dilated, and stood 
out in the form of large convoluted and tortuous cords 
under the skin. In the femoral vein could be perceived 
a distinct vibratory thrill, which could be traced up to 
the junction of the two iliac veins, but no thrill could 
be felt in the latter vein. A very loud, continuous 


blowing sound could be traced up the vein to the same 
spot. Thére was a loud systolic murmur at the apex 
of the heart. 

Von Eiselsberg in 1899 and Klippel and Trénawnay in 
1900 reported similar cases. Parkes Weber reported cases 
in 1907 and 1908, and in 1918 had collected reports from 
various sources of 14 instances of this condition. He 
expressed the opinion that the abnormal vascularity was 
possibly due to vasomotor disturbance of nervous origin. 
However, Horton, who in one year (1930) observed at 
the Mayo Clinic 20 cases of congenital arterio-venous 
aneurysm, asserted that this condition was the cause of 
the enlargement observed in the Klippel-Trénawnay 
syndrome. 

For this reason it is of interest that Callander, who in 
1920 extensively reviewed the previously published reports, 
could find records of only three congenital arterio-venous 
aneurysms in a total of 447 cases of arterio-venous 
aneurysm, both congenital and traumatic, and Rienhoff in 
1924 only 22 in a total of 500. 


Clinical Record. 


Allan M., an orphan, was first admitted to the Children’s 
Hospital, Melbourne, on November 18, 1934, at the age of 
two years and five months. His left leg had been noticed 
from birth to be longer and thicker than the right. 
There was no pitting edema of the enlarged limb, but a 
blowing systolic murmur was heard over the left femoral 
artery. The condition was provisionally diagnosed as 
“lymphangiectasis”. Parts of the left external iliac artery 
and vein were excised in an attempt to alleviate the 
condition. His left leg continued to grow much larger 
than the right, and he had a continuous dull throbbing 
ache in the left foot. He was able to walk without the 
aid of crutches, and if he did not exert himself unduly, 
without distress except for an ache in the left hip, which 
was aggravated by movement. During his childhood and 
adolescence he was admitted to the Alfred Hospital many 
times, either for investigation or for treatment of recur- 
rent attacks of cellulitis and ulceration of the skin of 
the left leg. 

On February 28, 1948, parts of the left common iliac 
artery and vein were excised. The tissues were reported 
to be extraordinarily vascular and the lymphatic vessels 
hugely dilated. The left common iliac vein was dilated 
to the size of “a well-filled small intestine”. The common 
and internal iliac arteries were stripped down into the 
pelvis, but no communication with the venous system 
was found. The left external and internal iliac veins 
remained distended after ligation of the common iliac 
artery and vein (see Figure I). 

After this procedure the boy noticed that he could exert 
himself much more than formerly without becoming short 
of breath, and that the limb became smaller. However, 
the improvement was not maintained and for the year 
prior to his readmission to hospital in September, 1950, 
he had noticed a tight feeling in the muscles of the left 
leg, usually occurring after walking about a quarter of a 
mile, lasting only a few minutes, and relieved by rest. 

On examination at this time he was found to be a 
youth with pronounced scoliosis of the lower dorsal and 
lumbar segments of the vertebral column. His left leg 
and thigh were grossly enlarged in all dimensions, and the 
external genitals were greatly swollen and pendulous, 
but did not pit on pressure. The whole of his left lower 
extremity, particularly the foot, showed a brown discolora- 
tion, and the subcutaneous tissue pitted only slightly on 
pressure (see Figure II). 
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There was limitation of flexion, external rotation and 
abduction at the left hip joint, and internal rotation was 
of abnormally wide range. No pulsation could be felt in 
the femoral, popliteal and dorsalis pedis arteries on the 
left side. The foot became abnormally flushed when 
dependent, and abnormally pale when actively exercised 
in an elevated position. A faint systolic murmur and 


LEFT 


RIGHT 


Ficure I. 


Showing the circulation after ligation and division of the 
left external and common iliac artery and vein: A-V, 
possible situations of arterio-venous communications ; 
A and B, ligation and division of left external iliac 
artery and vein, and left common iliac artery and vein; 
C, presumed collaterals from the lumbar vessels to the 
external iliac artery; E, arterial communications between 
the internal iliac arteries; D, ligation of the right internal 
iliac artery performed in November, 1950, to prevent 
cross-circulation through the communications (E). 


thrill were detected over the left femoral artery at the, 


level of Poupart’s ligament, but no pulsation could be 
felt in the left iliac fossa. The left lower limb was much 
warmer than the right, and there were several firmly 
dilated venous trunks coursing under the skin of the 
thigh and calf. The left buttock was discoloured with a 
faint “port-wine stain”. An ill-defined expansile pulsation 
was felt in the right hypochondrium. 


The pulse rate was 72 per minute, the rhythm was 
regular, and the volume was normal. The blood pressure 
in the right arm was 130 millimetres of mercury, systolic, 
and 75 millimetres of mercury, diastolic (at the disappear- 
ance of sound). In the right thigh comparable figures 
were 170 and 80. The blood pressure could not be 
measured in the left thigh. Examination disclosed no 
other significant abnormality. 


The following results were 
investigation. 

Radiogrephs showed the bones of the left lower extremity 
to be enlarged and slightly decalcified, and the neck of the 
left femur to be partially destroyed, with a coxa vara 
deformity. 

Angiography was performed on several occasions. At 
different times dye was injected into the left femoral vein, 
the right femoral artery and the right inferior epigastric 
artery, and on two occasions into the right common iliac 
artery. The angiograms revealed tortuous vessels in the 
pelvis, but showed no definite arterio-venous communica- 
tions. A recent arteriogram via the right femoral artery 
showed widespread and tortuous anastomoses between 
the anterior branches of the right and left internal iliac 
arteries, but it was not clear whether arterio-venous com- 
munication in the same situation was also displayed. 

Fluoroscopic and radiographic examination revealed 
pronounced cardiac enlargement, mainly of the right 
chambers, but also to a lesser extent of the left ventricle. 


obtained on_ special 


The oxygen contents of blood samples withdrawn from 
the right atrium and ventricle during cardiac catheteriza- 
tion were not significantly different, and the right ven- 
tricular pressure was not elevated. Thus there was no 
evidence of an interventricular septal defect. The cardiac 
output calculated from arterio-venous oxygen difference 
and oxygen consumption was 11:8 litres per square metre 
of body surface per minute. (This is approximately twice 
the average resting level.) 

With an open saline manometer the pressure in one of 
the venous trunks in the left calf was found to be 32 
centimetres of saline, when the leg was at the level of 
the manubrium sterni. 

A sample of blood taken from the same vein was found 
to be 85% saturated with oxygen. (Normally venous blood 
is about 75% saturated in the lower limb.) 

When the arteries of the left leg were occluded at the 


level of the upper part of the thigh by a sphygmoman- 
ometer cuff inflated to a pressure of 200 millimetres of 


Fiecure II. 


In this photograph the great 

enlargement and the discolora- 

tion of the left leg, the “port- 

wine stain” of the buttock and 

the swollen external genitals 
are visible. 


mercury, repeated observations disclosed no slowing of the 
pulse rate or elevation of the diastolic blood pressure in 
the arm. In view of the clinical findings and the results 
of these investigations the patient was considered to be 
suffering from a vascular abnormality of the type 
described by Parkes Weber as hemangiectatic hypertrophy, 
and also known as the Klippel-Trénawnay syndrome. 


Discussion. 


Briefly, this patient has had from birth an enlargement 
of the left leg, both cf bones and of soft tissue, which is 
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swollen, warm, abnormally vascular and subject to recur- 
rent attacks of inflammation. Despite ligation of the main 
arterial supply of the limb there is still an appreciable 
arterio-venous communication, as indicated by the systolic 
murmur and thrill over the femoral artery, the enlarge- 
ment of the left and right ventricles, the systolic murmur 
heard at the second left intercostal space, the elevated 
systolic blood pressure in the right leg, the high pulse 
pressure in the right leg, the raised cardiac output, the 
elevated venous pressure and the high venous oxygen 
content in the affected limb. 


The situation of the communications affecting the leg 
can only be conjectured. The failure of the brachial 
diastolic pressure to rise and of the pulse rate to fall 
during occlusion of the arteries at the upper part of the 
thigh indicates that the main arterio-venous communica- 
tions are situated above this level. The fact that the 
patient’s condition improved temporarily after ligation of 
the left common iliac artery, and the erosion of the neck 
of the left femur suggest that arterio-venous communica- 
tions are mainly in the region of the hip. 


All writers on this subject have assumed that the dis- 
order of soft tissues and bone is secondary to vascular 
abnormality, but three hypotheses have been suggested con- 
cerning the cause of the latter. Parkes Weber (1908) 
suggested a disturbance of the vasomotor nerves, due to a 
lesion of the thoraco-lumbar segment of the spinal cord, 
with dilatation of normal arteries and veins of the affected 
limb—“phlebarteriectasis”. 


Rienhoff (1924), Reid (1925) and Horton (1932), by 
reviewing reported cases, dissections and _ operations, 
showed that direct communications between arteries and 
veins, usually multiple, were present in almost all the 
cases in which hypertrophy was a feature—‘direct arterio- 
venous communication”. 


Blumgart and Ernstene (1932) contended that the con- 
dition could be caused by blood entering veins not 
directly, but through many greatly dilated small vessels 
of arteriolar and capillary order—‘indirect arterio-venous 
communication”. 


In the case reported here it is not known whether the 
communications are “direct” or “indirect”. Neither type 
has been visualized by angiography or at operation. 


The effects of arterio-venous communications on the 
cardio-vascular system, and the manner in which the 
resulting disorders of function present themselves, are 
diverse and at times spectacular. There are dilatation 
and hypertrophy of the heart, affecting both the right 
and left sides, due to the increased venous return, and 
consequently increased “filling load” and cardiac output. 
There is a raised systolic pressure due to the increased 
cardiac output, and a lowered diastolic pressure, due to 
lowering of the peripheral resistance by the fistula... As 
a result there is an increased pulse pressure, which is 
greater in the legs than in the arms. (Normally, in the 
supine position, the pulse pressure in the legs is equal 
to or only slightly greater than that in the arms (Hill 
and Flack, 1950, and Winscr, 1950).) In this patient the 
pulse pressure in the legs was 35 millimetres of mercury 
greater than in the arms at the first examination, and 
there was a similar difference in later recordings. The 
same phenomenon is seen in patients with aortic regurgi- 


tation and to a less pronounced extent in thyreotoxicosis. 


No completely satisfactory explanation has been offered.) 


A systolic murmur, heard best at the base of the heart, 
in the pulmonary area, was observed in all the 24 cases 
of congenital arterio-venous communication reported by 
Rienhoff (1924). It is common to all conditions in which 
there is gross leakage of blood from the left ventricle or 
Systemic arteries and resulting increased cardiac output. 
The mechanism can only be presumed, but is probably 
due to changes which occur in the stream of blood when 
large volumes are forced through the pulmonary orifice 
into the pulmonary artery. A similar state of affairs 
prevails in severe anemia and other conditions with a 
high cardiac output. The cardiac murmur and radio- 


graphic configuration of the heart may easily suggest a 
diagnosis of patent interventricular septum. 


In the case of Klippel-Trénawnay syndrome reported 
here, there is an enormously increased collateral circula- 
tion, as evidenced by the fact that at rest the nutrition 
of the leg is adequate even though the common and 
external iliac arteries and veins are completely occluded 
by ligation. 


The arteries feeding arterio-venous communications are 
known to become progressively more dilated and more 
tortuous—in a case of Osler’s to such an extent that the 
patient died from rupture of an aneurysm which developed 
immediately proximal to a traumatic direct arterio-venous 
communication. Reid (1925) has suggested that the dilata- 
tion and degeneration of the arterial wall are due to the 
sudden fall in diastolic pressure which occurs immediately 
proximal to an arterio-venous communication, offering the 
explanation that an adequate diastolic pressure is neces- 
sary to maintain the nutrition of the elastic tissue of the 
artery. These observations would lead one to expect that 
the vascular disorder in the case here reported would be 
progressive. 


The same writer (Reid, 1925) has suggested that the 
ulceration of the skin which occurs in the hypertrophied 
limb is due to increase in the venous pressure of the 
part and decrease in the arterial inflow, occurring distal 
to the arterio-venous communications. In this instance 
the greatly increased skin temperature in the left leg 
suggests that the arterial inflow is not diminished. 
(Because the left foot was too large to be placed in our 
venous-occlusion plethysmograph, the blood flow in this 
region could not be ascertained by this method.) 


Hypertrophy of the affected part is the presenting 
feature of the case reported here. None of the theories 
concerning the cause of this are entirely satisfactory. It 
cannot be entirely accounted for by increase in the mass 
of the vessels of the part, as not only are the soft parts 
enlarged, but the bones are both lengthened and broadened. 
Harris and Wright (1930) and Stirling (1875) have sug- 
gested that the increased warmth of the limb causes 
epiphyseal overgrowth in the young subject. However, 
increasing the vascularity of the tissues of young animals 
by sympathectomy has failed to cause hypertrophy of bone. 
Reid has suggested that anoxia distal to “direct” arterio- 
venous fistula causes the hypertrophy. 


The large capillary “hemangioma” in the skin of the 
buttock, which can be seen in the photograph, is a similar 
lesion to that commonly seen in the skin in the Klippel- 
Trénawnay syndrome. Wollard, Sabin and Rienhoff have 
concluded, from studies of vascular development in the 
pig embryo, that hemangiomata arise from disordered or 
arrested growth of the common vascular conduit from 
which arteries, arterioles, veins and capillaries are all 
derived. Cushing and Bailey (1928) gave point to this 
observation in expressing the opinion, based on microscopic 
findings and the natural history of the lesions, that 
hemangiomata are of developmental origin and not neo- 
plastic, as Virchow had considered. It would, therefore, 
seem reasonable to suggest that a disorder of development 
is responsible also for the arterio-venous communications, 
the so-called “cirsoid aneurysms”, which are the probable 
cause of the syndrome. 


In this case the left leg is an encumbrance, the seat of 
continuous pain—probably in some measure psychogenic— 
and subject to repeated attacks of inflammation. For this 
reason two palliative arterial ligations have been per- 
formed, but without pronounced success. 


Since proximal ligation has been defeated by the develop- 
ment of a collateral circulation, the only possible remedy 
would seem to be the ligation of each abnormal communi- 
cation separately. There is only one report (Rienhoff, 
1924) of the successful performance of an operation of 
this type, in a case in which the external carotid artery 
was involved. In the present instance, owing to failure 
to localize the lesions by repeated angiography and a 
surgical exploration, during which fearsome vascularity 
was encountered, the procedure of separate ligation does 
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not seem feasible. Deep X-ray therapy has been employed 
in other cases, but the results, as might be expected, are 
not encouraging. 


Summary. 


The history, physical findings, and investigations of a 
case of the Klippel-Trénawnay syndrome (“hypertrophic 
hemangiectasis” of Parkes Weber), are described. 


The cases which have been reported in English-language 
journals are briefly reviewed. The functional results of 
arterio-venous communication are discussed. 


The possibility is discussed that vascular maldevelop- 
ment resulting in multiple arterio-venous communications, 
either direct or indirect, is the cause of the hypertrophy 
of the extremities in this condition. 
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PHARYNGEAL DIVERTICULUM: REPORT OF A 
LARGE DIVERTICULUM CAUSING COMPLETE 
OBSTRUCTION TO THE CESOPHAGUS. 


By Tuomas F. Rosse, 

Consulting Surgeon, Hornsby District Hospital; Honorary 
Assistant Surgeon, the Royal North Shore Hospital of 
Sydney; Relieving Surgeon, Department of 
Repatriation, Sydney. 


(From the Department of Surgery, the Royal North 
Shore Hospital of Sydney.) 


THE pharyngeal diverticulum (pharyngo-csophageal 
diverticulum of American authors) is no longer rare, 
though it is still one of the less common causes of 
dysphagia (Morley, 1945). Sir Thomas Dunhill : (1950) 
states that the individual British surgeon does not see 
Many cases—certainly not the hundreds seen in the 
American clinics, as, for instance, those of Lahey (1946), 
Harrington (1945) or Shallow and Clerf (1948). At the 
Royal North Shore Hospital of Sydney there have been 
only two cases recorded in the past twenty-five years, of 
which this is one. 

A pharyngeal diverticulum is a herniation through the 
posterior wall of the hypopharynx between the oblique 
thyreopharyngeal fibres and the transverse cricopharyngeal 
fibres of the inferior constrictor muscle of the pharynx 
(Gray, 1949). 

Negus (1950) states that this diverticulum is caused by 
dysphagia in its early stages and is in fact due to 
incoordination between the two sections of the inferior 
pharyngeal constrictor, whereby the cricopharyngeal 
muscle or so-called csophageal sphincter remains con- 
tracted instead of relaxing when the pharyngeal force- 
pump, which includes the thyreopharyngeal muscle, is 
working. Consequently, the bolus of food is thrust back- 
wards between the two sections of the inferior pharyngeal 
constrictor, and so a pulsion diverticulum commences. 
Negus (1950) illustrates this in his Figure 197 and sug- 
gests several causes for this muscle incoordination. 
Wolfsohn (1950) mentions a case in which trauma, pro- 
duced by a foreign body perforating the hypopharynx, led 
to local inflammation and mediastinitis, so damaging the 
weak area that a pulsion diverticulum commenced. 

Lahey (1946) describes the evolution of a diverticulum 
as going through three stages. Firstly, there is a bulge 
on the posterior pharyngeal wall with no symptoms. 
Secondly, there occurs a definite pouch with a posterior 
opening, which is oblique, whilst the esophageal opening 
is still in the vertical plane (Negus, 1950). The pouch fills 
with food and fluid, and as it moves with the pharynx 
against the vertebral column, gurgling noises on swal- 
lowing are heard. When the patient lies down, the contents 
may flow into the pharynx and cause coughing. Thirdly, 
the pouch becomes larger, and its fundus sinks down into 
the superior mediastinum. The wsophagus now becomes 
obstructed, so that there is difficulty in swallowing at first 
solids and later liquids. The opening of the pouch is now 
in the vertical plane, whilst the csophageal opening is 
oblique and high up on the anterior wall of the pouch. 
When inspected by endoscopy, the diverticulum appears to 
be the continuation of the pharynx, whereas the opening 
into the esophagus is seen as a dimple below the cricoid 
cartilage. 

These diverticula consist of mucosa and pharyngeal 


fascia (pharyngo-basilar and bucco-pharyngeal) with 
muscle fibres at the neck only. 
Clinical Record. 
The patient was a male, aged sixty-nine years. He was 


admitted to the Royal North Shore Hospital of Sydney on 
August 22, 1949, with a history of increasing difficulty in 
swallowing solids for the previous ten years. This had 
become worse in the past twelve months, when he noticed 
that at the end of each meal some of the fluid and food 
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would be regurgitated into his mouth. In the three weeks 
prior to his admission to hospital he was unable to swallow 
any solids at ail, and in the week prior to his admission 
he could not even swallow fluids. A man six feet six 
inches high, his weight was normally 16 stone. However, 
during the past three years his weight had fallen, so that 
it was only ten stone nine pounds on his admission to 
hospital. 


Ficure I. 
Antero-posterior view. 


Examination of the patient showed him to be an extremely 
cadaverous and dehydrated man. His tongue was dry, 
though clean. His temperature was 100° F., his respiration 
rate was 24 per minute, his pulse rate was 74 per minute, 


Fieure II. 
Lateral view. 


and his blood pressure was 120 millimetres of mercury, 
systolic, and 75 millimetres, diastolic. He was so weak 
that he could not sit up in bed without aid. When he 
swallowed water it was all regurgitated immediately. The 


diverticulum was not palpable in the neck, but when he 
tried to swallow one could feel a splashing and gurgling 
sound behind the trachea, and compression there made 
fluid forcibly shoot into his mouth. Apart from the severe 
wasting all other systems were normal. Examination of 
the urine showed it to be concentrated, but otherwise 
normal, on both chemical and microscopic investigation. 
An X-ray film (Dr. E. W. Frecker) taken the day before 


Ficure III. 
The diverticulum. 


the patient’s admission to hospital showed that the whole 
of a barium meal went into a large pharyngeal diver- 
ticulum (vide Figures I and II). After four hours there 
was only a faint trace of barium in the esophagus and 
none was in the stomach. The diverticulum was very 
large and was growing into the superior mediastinum and 
compressing the esophagus. At twenty-four hours there 


Ficure IV. 


was no barium in the esophagus, stomach or intestine, 
the diverticulum being still filled. A full blood count 
showed a hemoglobin value of 122% (183 grammes per 
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centum) with 6,210,000 red blood cells per cubic milli- 
metre. The white cell count was normal. The blood urea 
content was 96 milligrammes per centum, the blood 
chloride content 326 milligrammes per centum, and the 
carbon-dioxide combining power 64 volumes per centum. 
There were 9-0 grammes of serum protein per centum, 6-2 
grammes being albumin and the rest globulin. 


The patient was obviously starved and dehydrated. He 
was immediately given intravenous infusions of serum and 
saline. 


FIGURE V. 


On August 24, 1949, with the use of local surface anes- 
thesia, Dr. J. B. Dowe, of the ear, nose and throat depart- 
ment, inspected the interior of the diverticulum by 
@sophagoscopy and removed much mucus and food débris. 
The mucosa was not inflamed. The esophageal opening 
was a tiny dimple high up on the anterior wall in the 
mid-line. A Wangensteen tube was able to be passed into 
this opening under direct vision and pushed into the 
stomach. This was used for feeding, and parenteral 
infusions were able to be suspended. 

On August 29 the blood urea value was 31 milligrammes 
per centum, the serum protein content being 7:0 grammes 
per centum. The hzemoglobin value was 92% (13:8 
grammes per centum). However, operation was not able 
to be performed until September 8, because the patient 
developed some patchy consolidation at the base of his 
right lung. This yielded to large doses of penicillin and 
streptomycin. His weight was then 11 stone. 


On September 8 operation was performed with a peni- 
cillin and streptomycin “cover”. A general anesthetic 
was administered, the csophageal tube being left in 
situ. The diverticulum was removed in one stage, through 
a transverse incision on the left side of the neck. It was 
easily removed from the mediastinum by traction and 
blunt dissection. Its neck was divided and the opening 
into the pharynx was sutured with two layers of chromi- 
cized catgut. The wound was sutured, a glove drain 
being left in situ for twenty-four hours. 

The diverticulum was found to measure 7:5 by 7:5 by 5:0 
centimetres. (Figure III shows it a little shrunken from 
the effect of formalin.) Its walls consisted of mucosa and 
fascia only. There were no contents. 

The wsophageal tube was removed in four days and the 
penicillin and streptomycin therapy was discontinued. The 
patient was able to swallow normally as soon as the tube 


was removed. The wound healed by first intention. He 
was discharged from hospital on September 19, his weight 
being 11 stone 7 pounds. One month later his weight was 
12 stone 7 pounds. In August, 1951, his weight was up to 
16 stone. 

Since the operation the patient has had no symptoms 
of dysphagia at all. However, a barium bolus examination 
made shortly after operation and repeated in July, 1950, 
and again in April, 1951 (Figures IV and V), showed a 
small residual pouch. This, however, has not increased in 
size over the past two years, so it does not appear to be 
a recurrence. 


Comment. 


This patient is interesting in view of the desperate 
position he allowed himself to reach before obtaining 
medical attention. He was starved and dehydrated, but 
responded well to intravenous therapy with saline and 
serum followed by stomach tube feeding. By this latter 
means he was able to be fed a liquid diet of high protein, 
high Calorie and high vitamin content (Rose, 1949) for 
fifteen days. He was then fit for operation, well hydrated 
and in nitrogenous equilibrium, though he had put on only 
five ounces in weight during this period. 

The stomach tube must always be inserted under vision 
by esophagoscopy. It is here that unskilled endoscopy may 
cause the instrument to perforate the pouch, as shown by 
McGregor (1950). Lahey (1946) has seen four such per- 
forations, which also occurred in the case of a “giant” 
treated by Bisgard and Kerr (1949), in which the pouch 
was considered to be the true continuation of the 
cesophagus. 

The diverticulum here reported was very large, but they 
may be even greater in size; for instance, Harrington 
(1945) removed one which could contain 800 millilitres of 
fluid, whilst that in Bisgard and Kerr’s case (1949) went 
down to the lung root. 

Operation was performed under penicillin and strepto- 
mycin “cover”, by the one-stage method through a trans- 
verse neck incision. Care was taken not to constrict the 
hypopharynx at the neck of the sac; in fact, a small 
residual pouch was left, though this is better than causing 
a stricture which may have to be repeatedly dilated 
(Holinger and Johnston, 1951). 


Summary. 


A case is reported of a large pharyngeal pouch going 
into the mediastinum and obstructing the esophagus. 
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TRAUMATIC RUPTURE OF THE INTESTINE IN 
RELATION TO INGUINAL HERNIA: REPORT OF 
A CASE. 

By THoMAS ANTONIE, F.R.C.S. (England), F.R.A.C.S., 
Ashford Hospital, Middlesex. 


Clinical Record. 


On Saturday afternoon, June 30, 1951, F.S., a male 
patient, aged sixty years, a painter at Ashford Hospital, 
was batting for the hospital team on the home ground. He 
commenced his innings at 3.45 p.m. and continued until 
4.25 p.m., when a fast ball, glancing off the bat, struck him 
in the abdomen just above the pubes. Despite a consider- 
able amount of pain, he was able to continue at the wicket 
and saw the remainder of the team dismissed. When the 
innings closed at 4.45 p.m. he was not out. 


During the tea interval the pain became worse and he 
vomited on one occasion. He felt unable to return to the 
field and was taken to the casualty department. Sub- 
sequently he was admitted to hospital for observation. 


When examined later he was complaining of severe pain 
in the lower part of the abdomen. He gave a past history 
of (i) duodenal ulcer, which had been troublesome from 
time to time, and (ii) caries sicca of the right shoulder 
one and a half years previously. He also stated that for 
some months a lump used to appear in the left groin 
after prolonged standing. 

He had passed urine without trouble since the accident. 
He did not notice blood in it. 

On examination of the patient, he was a thinnish man 
in severe pain and rather shocked. There was no evidence 
of external injury or bruising of the abdomen, groin or 
thighs. His abdomen moved little on respiration and was 
held rigidly. There was diffuse tenderness, most marked 
in the left iliac fossa. There was no visible or palpable 
hernia; acute tenderness prevented adequate examination 
of the external abdominal ring. Rectal examination caused 
pain in the hypogastrium. On account of the persistence 
of pain and the abdominal rigidity, despite the absence of 
external injury, it was decided to perform laparotomy. 
Under general anesthesia with nitrous oxide, oxygen and 
ether (Dr. Tuffnell), a catheter was passed on the operating 
table and four ounces of clear urine were withdrawn. The 
abdomen was opened by a left paramedian incision. A 
considerable quantity of fecal-stained free fluid was 
encountered. A circular perforation of the ileum, half an 
inch in diameter, was found on its antimesenteric aspect, 
about eight feet from the ileo-caecal junction. This was 
Oversewn and omentum was drawn down to the site of 
perforation. Further exploration revealed a shallow sac 
of a left inguinal hernia with a relatively wide neck. This 
was drawn inside-out and stitched to the parietal peri- 
toneum. No other evidence of further perforation was 
encountered. The other viscera appeared intact. The 
wound was closed in layers, a large rubber drain being 
placed in the pelvis. 

He was given penicillin, 250,000 units six-hourly, and 
streptomycin, 0-5 gramme intramuscularly twice daily for 
five days. An intravenous drip administration of saline, 
which had been commenced during the operation, was 
continued until the next morning, when he was allowed 


small quantities of fluid by mouth. The rubber tube drained 
considerable quantities of thin, blood-stained fluid for the 
next forty-eight hours. It was removed on the fourth day. 
The patient progressed satisfactorily; his bowels opened 
normally on the sixth day and he was taking the full 
ward diet by the seventh day. There continued to be a 
small amount of discharge from the lower end of the wound 
at the site of drainage. He was ready for discharge from 
hospital on the fifteenth day. 


Discussion. 


This case is of interest in that it shows how moderate 
force, insufficient to cause external injury, may yet, when 
applied to the abdomen on or even near an inguinal hernia, 
cause rupture of the intestine. 

It is reasonable to assume in the case reported that the 
hernia was “down” when the patient was struck by the 
cricket ball, rupture occurring within the sac; reduction 
of the contents may have taken place at the time of the 
blow or, more likely, during the subsequent period of 
recumbency. 

The association between inguinal hernia and traumatic 
rupture of the intestine has long been recognized. The 
literature is adequately summarized by Aird. The salient 
points are as follows: (i) The rupture is usually anti- 
mesenteric. (ii) The perforated loop of intestine is invari- 
ably found within the abdominal cavity. Hence laparotomy 
rather than herniotomy is indicated in doubtful cases. 
(iii) Rupture has not been recorded in association with 
femoral hernia. (iv) Rupture has not been reported in 
females. (v) In some recorded cases it would appear that 
an empty hernial sac may contribute to rupture of the 
bowel, and indeed in the present case there is no definite 
information as to the state of the hernia at the time of 
the injury. 

The mechanism of rupture is variable. When over- 
forceful manipulation of a hernia is carried out, or when 
violence is applied directly, the cause of rupture is evident. 
But when violence is indirect or distant and the sac is 
empty, the mechanism is less obvious. 

Bange advances the plausible theory that direct violence, 
or the sudden reflex muscular contraction on receipt of a 
blow, causes an immediate rise in intraabdominal pressure, 
which in the normal person transmits itself evenly to the 
intraluminal pressure within the intestine. However, 
should a loop of bowel lie unsupported against a hernial 
orifice, a sudden “blow-out” into the sac may occur with 
consequent rupture—the bowel all the time remaining 
within the general peritoneal cavity. 


Summary. 


A case of rupture of the small bowel is reported. The 
interesting features are as follows: 


1. The perforation occurred as the result of a blow to 
the abdomen. 

2. There was no evidence of bruising or external injury. 

3. The patient had a coexistent inguinal hernia. The 
probable association is discussed. 
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Reviews. 


DISEASES OF INFANCY AND CHILDHOOD. 


THE sixth edition of Wilfrid Sheldon’s well-known text- 
book “Diseases of Infancy and Childhood” is most welcome.’ 
As the author states in his preface, developments in clinical 
pediatrics since the war have been so pronounced that 
extensive revision has been necessary. There is a lot of 
new material in this edition, including an excellent account 
of a more effective treatment for celiac disease, based on 
the observation that the steatorrhea bears a direct relation- 
ship to the pr or ab of starch in the diet. A 
number of recently described disorders are here mentioned 
for the first time. 

Many of the old-fashioned remedies and procedures 
referred to in a review of the previous edition have been 
omitted. They go without regret. Books intended primarily 
for undergraduates should be neither too lengthy nor too 
expensive. One could suggest scrapping the appendices on 
sulphonamides and antibiotic drugs, and the colour plates, 
which are poor, preserving only the excellent photographs. 
Perhaps the surgical sections could have been treated more 
generously. No mention is made of deep X-ray therapy 
prior to operation for Wilms’s tumour; or of duodenal 
stenosis in the newborn associated with malrotation of the 
gut, the most satisfactory to treat of all types of congenital 
bowel obstruction; or of the cure of congenital atresia of 
the bile ducts by anastomosis. Seventeen pages are devoted 
to rickets, now a rare disease even in England, whereas 
appendicitis secures only three. 

But as one would expect of a children’s physician of wide 
experience, the medical aspects of pediatrics have been 
handled extremely well. The descriptions of sick children 
are clear and due emphasis has been placed upon clinical 
observation and upon those details of treatment which mean 
so much. 

Altogether this is a most satisfactory book for the under- 
graduate to study in his final year and to refer to constantly 


when he commences general practice. 


MEDICAL TREATMENT. 


AvoIpDING “the vast irrelevance of an encyclopedia”, the 
new reference book on “Medical Treatment”, edited by Dr. 
Geoffrey Evans, is yet able in 1398 pages to discuss principles 
and their application.? Fifty-three eminent contributors 
have been enlisted to write the 44 sections, which are 
arranged alphabetically, from “Addiction” to “X-Ray and 
Radium Therapy”. There is an index occupying 66 pages. 
Considering the large number of contributors, the book is 
remarkably abreast of very recent advances in established 
practice. It is said to be intended to meet the needs of both 
the general practitioners and the specialists, and amongst the 
former especially its readability, logical approach and help- 
fulness should secure it great success. It would be impos- 
sible to review here all the sections, but some indication 
will be given of the scope of the book by examining what 
help it was found to give when consulted in respect of five 
consecutive cases encountered in medical practice. 

The first case was one of chronic osteomyelitis, in which 
enlargement of the spleen suggested the possibility of 
amyloid disease. Amyloid disease was found to be dealt with 
in two paragraphs in the section on “Kidney and Urinary 
Tract Diseases’. The absence of information about diag- 
nostic tests was a reminder that this is a book about treat- 
ment and not about diagnosis. It was stated, however, that 
the clinical indications were cedema and gross albuminuria, 
which is by no means the case unless the kidneys are heavily 
involved. Various forms of treatment, apart from that of 
the associated suppuration, were recommended, among them 
large doses of crude liver extract given parenterally, with- 
out any explanation of the rationale. The book fell down, 
it was felt, on amyloid disease. 

The second case was one of dysphagia due to peptic 
ulceration of the cssophagus. The index did not refer to 


a7 Wilfrid Sheldon, 
1951. 


1“Diseases of and Childhood”, 
M.D. ee F.R.C. (London) ; dition ; 
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2“Medical Treatment: Principles and Their Application”, 
edited by Geoffrey Evans, M.D., F.R.C.P.; 1951. London : 
Butterworth and Company, Limited. 10” x 7”, pp. 1490, with 
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this condition under “Dysphagia”, “Peptic Ulceration” or 
“CBsophagus”. The seven-page article on peptic ulceration 


did not mention the esophagus. In a couple of paragraphs 
on simple stricture of the csophagus, however, it was 
advised that bouginage should not be undertaken until 
ulceration was healed and that swallowing was made easier 
during the stage of active ulceration by sipping a suspension 
of benzocaine in liquid paraffin. The book secured only 
half-marks for peptic ulceration of the cesophagus. 

The third case was one of persistent chorea. The book 
gave succinct and sensible advice about chorea under the 
heading of “Children’s Diseases”’. 

The fourth case was one of infective hepatitis. Here again 
the book gave good and comprehensive advice. 

The fifth case was one of melzena, and again the advice 
given was such as to orientate the practitioner’s mind on 
the subject quickly and well. The indications given for 
surgery showed perhaps a slight over-readiness to operate, 
or perhaps they assumed the availability of more expert 
surgical and biochemical assistance than is generally the 
case either in England or in this country. In the paragraph 
on medication the recommendation of proprietary brands 
of common pharmacopeial drugs seemed in very bad form. 
In this section of the book, and in others, cross references 
to parts of other sections, such as those on “Blood Trans- 
fusion”, “Dehydration”, “Peptic Ulcer”, ‘Psychosomatic 
States” and “Rehabilitation”, aia have been helpful. 

A larger acquaintance with the contents of the book shows 
that a very good account is given of the orthodox treatment 
of the commoner ailments, and that there is reference to 
the nature of and indications for practically all forms of 
therapy in general use. It is a handsome volume, very 
well printed in Britain in Times type. 


A TEXT-BOOK OF SURGERY. 


THE appearance of a new edition of “The Essentials of 
Modern Surgery”, edited by R. M. Handfield-Jones and A. E. 
Porritt, within three years of its former revision, proves 
the continuing popularity of this British text-book.' Written 
as it is by a team drawn almost exclusively from London 
teaching schools, but principally by the first-named editor, 
a surgeon on the staff of St. Mary’s Hospital, this book 
highlights the strong and weak points of London surgical 
teaching. 

It may be stated immediately that it has many good 
points. Beautifully produced and profusely illustrated, this 
large volume is a tribute to the printer’s art. The indexing 
is excellent, and typographical errors are rare. In almost 
every section the consideration given to pathology is excel- 
lent. Wherever the observation of physical signs is para- 
mount, as in the chapters on hernia, on diseases of the 
urinary tract, and on injuries and diseases of bones and 
joints, the subject matter can scarcely be faulted. 

But in many other respects such undiluted praise is not 
possible. In a book claiming to present essentials of surgery, 
precision of statement—a quality in which this work is 
very deficient—is highly desirable; even more so is an 
accurate presentation of modern viewpoints. Yet repeatedly 
the reader must think to himself that while this or that 
statement might have passed muster in 1935, it cannot pos- 
sibly do so now. As examples one may notice the complete 
failure to recognize deep thrombotic lesions as the explana- 
tion of so-called varicose ulceration, and the statement that 
coagulation therapy fulfils most admirably all the require- 
ments for the treatment of burns. Early ambulation is 
denied hernia patients, who are said to require eighteen days’ 
bed rest for their after-care. It is stated that abdominal 
distension in minor degrees is inevitable in every abdominal 
operation, and that if a source of pain, it can easily be dis- 
sipated by a simple enema. Sympathectomy for essential 
hypertension is stated to be a very drastic procedure with 
a high mortality, but in carefully selected cases great 
improvement can confidently be expected. Further state- 
ments are that prolapse of the nucleus pulposus of an 
intervertebral disk has become more frequent in recent years 
and in a great many patients causes “sciatica”, although 
the affected disk is not always in the lumbar region, and 
that the results of removal of the prolapsed tissue have 
proved far from satisfactory. Pre-menstrual pain is described 


1“The Essentials 4 Modern Surgery”, edited by R. M 
Handfield-Jones, M.C., M.S., F.R.C.S., and Sir Arthur E. Porritt, 
K.C.M.G., C.B.E., M.A., M.Ch., F.R.C.S.; Fourth Edition; 1951. 
Edinburgh: E. and Livingstone, Limited. 10” pp. 
1278, with 644 illustrations, some in colour. Price: 5 
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as being always due to pelvic disease. In regard to the 
treatment of chronic mastitis this disastrous advice is given: 
in young women it is never justifiable to waste time on 
palliative measures, and a course of X-ray treatment is 
begun at once; its results are excellent in early cases, but 
in cases of failure to respond, an excision of the indurated 
area must be advised. This equally bad advice is proffered 
in relation to brain trauma: “Rest is absolutely essential in 
all head injuries. Patients quickly become restive in the 
face of enforced idleness and implore to be allowed to get 
up and return to work. Even in the mild cases every 
patient must be kept in bed for at least twenty-eight days. 
A darkened room, absence of noise, rigid exclusion of all 
visitors and prevention of worry are essentials of treat- 
ment. After one month further prolonged convalescence 
must be insisted upon and a return to work permitted only 
after complete cessation of symptoms.” “Traumatic 
neurasthenia is a common and sometimes very troublesome 
result of head injury.” 

In a book in which so much of the content is excellent, 


it is most unfortunate that statements such as those quoted 
should be allowed to persist from one edition to another. 


The final criticism to be offered is the absence of all 
explanations of symptoms. Nowhere is any attempt made 
to relate pathological states to their various syndromes by 
an acceptable theory of causation. Under the subject of 
appendicitis, it is even stated specifically that the writer 
has not attempted “to assess the claims of the various 
theories of origin and nature of visceral pain, but has merely 
described the well-known clinical manifestations of the 
diseased appendix”. Till this is done, surgical diagnosis 
becomes a laborious learning of symptoms by rote, and the 
student is denied the intellectual pleasure of a real under- 
standing of symptom-production. 

In spite of all these criticisms, this still remains a good 
text-book of surgery, and it is to be anticipated that further 
editions will be called for. 


GENETICS AND THE RACES OF MAN. 


THE main thesis of Professor W. C. Boyd’s excellent new 
work entitled “Genetics and the Races of Man” is that racial 
categories have little value unless they are based on man’s 
genetic constitution.’ In this well-documented book he has 
developed his thesis in detail with straightforward forceful 
and convincing argument, which, while sometimes severely 
critical of racial prejudices and older anthropological 
methods, is essentially constructive. 


The author presents a_ systematic discussion of the 
influences which bring about evolutionary change and which 
are responsible for inherited physical differences observed 
in human populations. The fallacidés of classifications based 
on bone measurements, skin colour, head and hair form 
et cetera are emphasized. The author submits a genetic 
definition of race with arbitrary interpretation to permit its 
application to differences between tribes or between “major” 
races. Individual members do not have the same genetic 
make-up, but each race may be distinguished by its own 
constellation of gene frequencies. Unfortunately our know- 
ledge of human genetics is so meagre that few traits are 
available for inclusion in such arrays. The various blood 
group systems are at present the most important of these 
traits, but the usefulness of several other characters will 
increase as knowledge of their genetics is extended. Boyd, 
who has made many surveys of blood group frequencies in 
several countries, has used blood grouping data (much of 
which was published originally in this journal) as the basis 
of a tentative classification of mankind into six races: (i) 
early European (hypothetical), (ii) European (Caucasoid), 
(iii) African (Negroid), (iv) Asiatic (Mongoloid), (v) 
American Indian, (vi) Australoid. Surprisingly his cate- 
gories do not differ greatly from some older classifications 
based on skin colour and hair form. ‘The author is not 
depressed by this similarity, but shows why it has occurred 
and proceeds to outline a general plan for further work 
involving cooperation between population geneticists and 
physical anthropologists. 

There is a satisfying completeness about the book, which 
is well arranged, adequately indexed and printed in large 
type. Extensive references conveniently follow each 
chapter. The moving of mathematical derivations and 


1“Genetics and the Races of Man: An Introduction to Modern 
Physical Anthropology”, by William C. Boyd, Ph.D.; 1950. 
Oxford: Blackwell Scientific Publications. 8” x 54”, pp. 470, 


with 52 figures. Price: 30s. © 


statistical methods from the general text to appendices 
makes for smooth reading, which should be appreciated 
alike by the specialist, for whom the book is a “must”, and 
by the more casually interested. 


THE KIDNEY. 


In writing “The Kidney: Medical and Surgical Diseases’, 
Arthur C, Allen has produced a book which covers the whole 
field of renal disorders There are chapters on embryology, 
anatomy and physiology poth normal and abnormal. How- 
ever, the dominant emphasis is upon morphology through- 
out; but where possible his classifications include etiology 
and duration of disease as far as these are known. Within 
the limits of present knowledge, correlation of physiological, 
clinical and morphological features is presented. 

Of particular interest are his classication and description 
of the nephritides. The author’s morphological categoriza- 
tion of this complex group of disorders accommodates the 
various clinical forms in a manner which is not always 
possible under Ellis’s sharply divided grouping. These 
conditions are dealt with under the headings of disorders 
of glomeruii, disorders of tubules, interstitial nephritis et 
cetera. The glomerular diseases are diffuse and focal. The 
acute diffuse group includes those in which the glomerular 
changes are proliferative, exudative, necrotizing, hemor- 
rhagic or membranous (as in toxemia of pregnancy). The 
subacute type is that in which capsular crescents occur, and 
the chronic diffuse varieties may be sclerosing, membranous 
(with edema) or lobular (with edema). The latter two are 
the old “lipoid nephroses”. The focal nephritides consist of 
those of specific inflammatory type, as seen in disseminated 
lupus erythematosus and subacute bacterial endocarditis, and 
those of non-specific inflammatory type, such as _ focal 
non-suppurative glomerulonephritis and focal suppurative 
glomerulonephritis. Finally, there is the group of degenera- 
tive glomerular diseases, which include diabetic glomerulo- 
sclerosis, amyloidosis and argyrosis. 


There is an excellent classification with a description of 
tubular disorders, both of the upper and of the lower 
nephrons. The author points out what most pathologists 
have observed but few clinicians realize, namely, that lower 
nephron nephrosis is associated with conditions other than 
intravascular hemolysis and, furthermore, that hemo- 
globinuric nephrosis more commonly affects both the 
proximal and the distal nephron, as does cholemic nephrosis. 
Yet the pathological appearances are seldom of a degree 
sufficient to explain the anuria; lack of glomerular filtration 
would appear to be a more satisfactory explanation. 


The book is an excellent production, comprising 583 pages 
with 339 plates illustrating naked-eye and microscopic 
features. The bibliography is extensive and up to date. 
It will be welcomed by all those whose practice of medicine 
is not limited to clinical empiricism. 


“THE CHILD UNBORN.” 


“THe CHILD UNBoRN”, by R. J. Harrison, is a commendable 
effort to describe the processes of reproduction for the 
educated general reader”? The anatomy and physiology 
of the sex organs are described and then the development 
of the unborn child from conception to birth. The changes 
occurring in mother and baby during labour and pregnancy 
are explained, and there is an excellent chapter on “the 
child before and after birth’. This is followed by a section 
on twins and a brief discussion of some practical problems, 
such as sterility, artificial insemination and contraception. 

The book is well set out and clearly illustrated. Medical 
terms are used throughout, but are explained for the lay 
reader, so that it is a book for both doctor and patient to 
read with advantage. 

It must be very difficult for the author of a book of this 
type to decide what to omit. The sections on anatomy, 
embryology and endocrinology are dealt with in sufficient 
detail for the medical reader, but would, we feel sure, prove 


1“The Kidney: Medical and Surgical Diseases”, by Arthur C. 
Allen, M.D.; 1951. New York: Grune and Stratton, Incorporated. 
11” x 8”, pp. 590, with 1115 illustrations. Price: $15.00. 

2“The Child Unborn”, by R. J. Harrison, M.A., D.Sc., M.B., 
B.Chir., F.L.S.; 1951. London: Routledge and Kegan Paul. 
Sydney: Walter Standish and Sons. 9” x 6”, pp. 240, with 62 
illustrations. Price: 15s. 
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too detailed for lay readers. The later chapters, covering 
labour, the child after birth and general problems, are much 
more readable and will be more appreciated by the general 
reader. It is also regrettable that with so much recent 
interest in congenital abnormalities there is no mention of 
Dr. Norman Gregg’s work or its results, or of the great 
volume of work done on the rhesus factor. One would also 
expect some reference to the place of heredity in the develop- 
ment of the child, and much of the detailed discussion of 
histology and comparative anatomy could with advantage 
have been replaced with a section on the elements of 
genetics. Another serious fault is the impossibility of 
correlating reference and text. There is a list of references 
at the end, but no way of relating these to the text, and 
though this may not be of importance to the general reader, 
it is to the doctor. For instance, it must be a matter of 
considerable annoyance to some diet enthusiasts and their 
long-suffering patients to be unable to trace the reference 
for the statement, no doubt quite true, that during preg- 
nancy there is an “increase in appetite and that increased 
quantities of such substances as sugar and fat are 
required”. 

Now that it is fairly generally realized that “education for 
healthy living should include sex education”, this book fills 
a very definite need in that it covers in the same volume 
the subjects of the anatomy and physiology of the sex organs 
and the development of the child. Often, too little is 
learned of the needs of the developing child. The book is 
on the whole up to date and inevitably suffers from being 
a first edition. We shall look forward to a future edition in 
which the first half of the book becomes as easy to read 
and as instructive to the lay reader as the second half. 


INFANT FEEDING. 


Puitip Evans AND MacKEITH have produced a 
small book on “Infant Feeding and Feeding Difficulties”.’ It 
represents the practice of the department of child health at 
Guy’s Hospital, of which Philip Evans is director. Evans, 
who needs no introduction to pediatricians, is also editor 
of Archives of Disease in Childhood. This book of 250 pages 
admirably presents a working scheme for the feeding of 
infants for the first year, and includes adequately the 
majority of recent advances. One-half of the book is to do 
with breast feeding and incorporates much of the work 


noticed in “Maternity in Great Britain’, and also the work .- 


of Waller. Great pains have been taken to include relevant 
physiology. The portion on artificial feeding is perhaps 
sketchy, and would not serve as an easily understandable 
basis; as always, British proprietary feedings add to the 
confusion. There is a short but adequate section on the 
feeding of the premature child. The remainder of the book 
is on the difficulties and anomalies that may be present. Of 
these there is a brief plan for treatment, necessarily short 
and dogmatic, but one is impressed by the fact that a tried 
regime without frills is presented. 

This book recommends itself—not that a pediatrician will 
find anything new in it; in fact throughceut one feels that 
this is a book such as one puts to use every day. It is 
easy to read, never redundant, perhaps a little too brief in 
the final sections, but confidently to be recommended to all 
who deal with infants. 


ANAZSTHESIA IN GENERAL PRACTICE. 


“ANESTHESIA IN GENERAL PRACTICE”, by Stuart C. Cullen, 
was first published by the Year Book Publishers, Incor- 
porated, in 1946. The high opinion of this work expressed 
at that time is apparently held by many others, for it has 
enjoyed great popularity. A second edition appeared in 
1948, reprints in 1949 and 1950, and now a third edition 4s 
published in .1951 


The first chapter, originally titled “Preanesthetic ee, 


tion”, is extensively revised, and is now termed “Use of 
Depressant Drugs”. This chapter is designed to cover a 
much wider view and describes drugs used before, during 


Feeding —_ Feeding Difficulties”, by Philip 

M.D., M.Se., F.R.C.P., and Ronald MackKeith, 
Rees Lond J. and A. 
264, with ry illustrations, 


1“Infant 
Rainsford 
M.A., D.M., M.R.C.P., D.C. ; 
Churchill, Limited. 8” x 53”, 


including two coloured plates. Price : 12s. 64. 


2“Anesthesia in General od by Stuart C. Cullen, M.D. ; 
Third Edition; 
Incorporated. 
$4.50. 


1951. Chica, The Year Book Publishers, 
"9" x 53”, pp. 292, with 36 illustrations. Price: 


and after anesthesia. The approach to the subject remains 
unchanged in that the aim is to lay down sound general 
principles and to improve understanding and knowledge of 
the drugs and their uses, rather than to be dogmatic about 
the technique of their administration. 

In various ways this edition has been brought up to date 
and it is undoubtedly one of the best works of its kind. It 
presents basic principles with a clearness and freshness 
that impress one as perhaps no other book has ever been 
able to do. 

A possible criticism might be that it is so American in 
outlook as to fail to give any mention of some drugs and 
usages which are every-day matters to English anesthetists. 
Trilene might not exist as an anesthetic drug, the name not 
even appearing. The revival of interest in chloroform in 
some parts of the world is reflected in a slightly less 
damning dismissal of its usefulness. Whereas a previous 
edition stated, “Its usefulness is limited to those rare 
instances in which no other non-inflammable agent is suit- 
able”, the new edition hedges to the extent of saying that 
such limitation “seems advisable”. 

However, neither the most chloroform-minded Scot, nor 
the English devotee of trilene additions to his gas, would 
fail to derive pleasure and knowledge from reading this 
excellent and thoroughly sound product of a _ shrewd 
American anesthesiologist. 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 


“Disabled Citizens”, + A Joan Simeon Clarke, with a foreword 
by Lord Beveridge ; 1951. London: George Allen and Unwin, 
Limited. 9” x 6”, pp. 238. Price: i6s. 

A survey of disablement and its causes in Britain with 
proposals for treatment, chiefly in the field of social 
medicine. 


“The Rational Treatment of ‘Catarrh”, by W. Annandale 
Troup, M.C., M.D., ChB. (St. Andrews); 1951. London: 
Chaterson, Limited. 8” x 54”, pp. 86, with eight illustrations. 
Price: 10s. 6d. 

The author advocates treatment by the Kromayer mercury- 
vapour lamp. 


“The Physiology of the Newborn Infant’, by Clement A. 
Smith, M.D.; Second Edition; 1951. Oxford: Blackwell 
Scientific Publications. 93” x 63”, pp. 360, with 44 text figures. 
Price: 55s. 

The author, who is associate professor of pediatrics at 
the Harvard Medical School, published the first edition in 
1945. 


“The Surgical Clinics of North America”; 1951. 
and London: W. B. Saunders Company. Melbourne: W. Ramsay 
egg gt Proprietary, Limited. Mayo Clinic Number. 9” x 6”, 

p. 302, with 65 illustrations. Price: £7 5s. per clinic year 
(eloth binding) and £6 per clinic year (paper binding). 

The main portion of the book comprises a symposium on 
surgical aspects of the cancer problem; this contains 22 
articles. The volume is completed by three articles on other 
subjects. There is a cumulative index. 


“The Faith That Heals: The John Fisher Williams Memorial 
Foundation Lectures, 1950”, by W. L. Carrington, M. B.S. 
(Melbourne). Melbourne: The Methodist Book Depot. 9” x 54”, 
pp. 186. Price: 9s. 6d. 

The committee of management of the foundation has as 
its object “to integrate the theory and practice of psychiatry 
with Christian Faith and philosophy of life”. 


“Clinical Practice in Infectious Diseases: For Students, Prac- 
titioners and Medical Officers”, by E. H. R. Harries, M.D. 
(London), F.R.C.P., and M. Mitman, M.D. (London), vee 
with the collaboration of Ian Taylor, M.D. (London), a Je 
Fourth Edition; 1951. Edinburgh: E. and S. Viving stone, 
Ne oakpag 9” x 6”, pp. 728, with 20 plates and 48 text figures. 

rice: s. 


The fourth edition of a book’ first published in 1940. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE POSTURE OF AUSTRALIAN CHILDREN. 


PosturRE has been defined by Dr. Jean Macnamara,' of 
Melbourne, as “the relationship of various parts of the 
body to each other”; when posture is good, she comments, 
the relationship is such that the body functions easily and 
efficiently, performing work and movement with a mini- 
mum expenditure of energy. Everyone will agree with 
this. Nevertheless, it is true that although lip service is 
paid almost universally to the importance of posture, 
especially for children and adolescents, it is in practice 
much neglected. Remarkably little information on the 
subject is included in some major text-books on pediatrics, 
although they consider in detail congenital abnormalities 
of the muscular and skeletal systems and the effects on 
them of gross disease and trauma. Of faulty posture and 
of its functional effects on the otherwise healthy child 
little is said, and it is likely that many practitioners’ ideas 
are correspondingly vague. The esthetic importance of 
good posture is obvious; for the child, the adolescent and 
the adult it can have important repercussions, psycho- 
logical, social and economic. Its physical importance was 
summed up effectively in these words by Doris M. Baker, 
one of the contributors to a book entitled “Child Health” 
published on behalf of The Practitioner in 1947: 

Correct body carriage and correct ways of walking 
and sitting will allow the internal organs to function 
to their best advantage, and will also ensure economy 
of effort. A body in a state of equilibrium is well 
balanced and only the minimum of effort is required 
of the individual to maintain it in the erect position. 
When any part of the body is out of alignment the 


muscles which keep it erect are constantly at work 
and this entails fatigue. 


With these thoughts in mind we can turn with interest 
to a report recently made available of investigations into 
the incidence and causes of postural defects in Australian 
children, carried out during the years 1947 to 1949. The 


. THE MEDICAL JOURNAL OF AUSTRALIA, October 22, 1949, page 


investigations, which resulted from recommendations made 
at a conference of State supervisors of physical education 
in schools in 1945, were conducted by the Commonwealth 
Department of Health with the cooperation of the State 
health and education authorities as part of the Australian 
National Fitness programme. The work was endorsed by 
the National Health and Medical Research Council, and 
the necessary funds were provided from the central fund 
of the Commonwealth National Fitness Council. A plan- 
ning committee was set up under the chairmanship of Dr. 
F. W. Clements, the other members being Dr. Edith 
Clement, Miss K. Gordon, Mr. H. Giese, Mrs. L. Wilson 
and Dr. E. H. Hipsley; Dr. Hipsley acted as chairman of 
the committee from May, 1949, when Dr. Clements was 
appointed chief of the nutrition section of the World 
Health Organization. Further discussions by the com- 
mittee led to a broadening of the basis of the original 
recommendations, and the report as it is- now presented 
contains the findings of five separate investigations. The 
first of these is concerned with the posture of school age 
children. The sample of 34,457 children examined is 
regarded as representative of the total child population of 
primary school ages between five and fourteen years; all 
six Australian States were included. The assessment of 
individual posture was made by 50 trained members of 
the physical education staff of the State education depart- 
ments and of the private schools participating in the 
survey. The second investigation was concerned with the 
posture of pre-school age children and is an analysis of 
the information in relation to posture contained in the 
clinical and photographic records of 1712 pre-school 
children attending the six Lady Gowrie Centres through- 
out Australia. The third investigation was a subsidiary 
survey into the posture of adolescents which was prompted 
by the findings from the main survey. This investigation 
covered 703 pre-adolescents and 900 adolescents from 
various centres in New South Wales, Victoria and the 
Australian Capital Territory. The aim of the fourth 
investigation was to observe the effects of a specially 
directed programme of physical education on both slight 
and severe postural defects. This was carried out at a 
primary school in a suburb of Sydney, which was large 
enough to provide the necessary numbers for experimental 
and control groups, and had satisfactory facilities for con- 
ducting the physical education programme; 90 children 
were observed. Last, but certainly not least, was a study 
of the effects of socio-economic conditions upon the health 
and posture of primary school age children. This was 
carried out in a rural community of Tasmania. It was 
apparent from the high incidence of severe kyphosis that 
in this area and certain other areas some unusual con- 
ditions were operating. An intensive study was made by 
a social worker of the health, nutrition and family 
environment of a group of 100 primary school age 
children. 

The individual report on each one of these investiga- 
tions warrants careful study, but for the moment it will 
be sufficient to refer to the general conclusions drawn by 
the committee. Referring to over-all posture, the com- 
mittee states that the incidence of poor posture has been 
proved to be high. An appreciable number of children 
have been found to have multiple defects in a severe 
degree. The pre-school child, contrary to popular belief, 
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is often found to have a considerable degree of faulty 
posture at an early age. Moreover, the incidence of poor 
posture, including such regional defects as forward neck, 
forward shoulders, kyphosis and flat chest, showed a 
definite tendency to increase during the pre-school period 
(two and a half to five years of age). In the less severe 
grades of postural defect there was a slight improvement 
among boys at the age of eleven years, but otherwise there 
was no change during the school period. A somewhat 
surprising finding was that up to the age of thirteen years 
the incidence of milder grades of defect, especially 
kyphosis, was higher among all types of boys than among 
girls. This was especially so among thin boys, who do 
not acquire good posture as easily as thin girls. At 
thirteen to fourteen years of age the position was reversed, 
and girls then had a greater incidence of poor posture 
than boys. With severe postural defects these sex dif- 
ferences were not apparent. The study of regional posture 


showed that the incidence of forward neck increased . 


slowly throughout the five to fourteen years period and 
continued to increase during adolescence. The incidence 
of forward shoulders decreased in both sexes as adolescence 
was approached, boys benefiting earlier than _ girls. 
Kyphosis was not infrequently found in the earliest age 
period studied (two and a half years); it tended to 
increase throughout the pre-school period. Mild kyphosis 
increased slightly throughout the five to fourteen years 
period amongst boys, and increase was continued into the 
adolescent period; amongst girls the incidence decreased 
slightly from the age of about five years. Severe 
kyphosis, which was constant in incidence until the age 
of fourteen years, increased appreciably during the 
adolescent period. The highest incidence of kyphosis was 
amongst children of thin body type. Lordosis was found 
to increase in incidence throughout the pre-school period, 
being equally common amongst children of all body types 
except for a somewhat higher incidence amongst thin girls 
(not boys). It decreased in the early adolescent years, 
especialiy amongst girls. The evidence is thought to 
suggest that in most cases lordotic change should be 
regarded as a normal postural development. In contrast 
to lordosis protuberance of the abdomen decreased 
throughout the pre-school period, a _ finding which 
indicates that the two conditions are not always related in 
their development. The incidence of knock knee rapidly 
decreased between the ages of five and seven years, except 
for severe knock knee (over two inches of separation 
between the malleoli), which tended to remain constant or 
to increase slightly. Knock knee occurred much more 
frequently in stocky types of children, especially girls. 
The number of cases of flat feet decreased uniformly 
throughout the pre-school period, and the committee com- 
ments that flat arches are undoubtedly a normal posture 
of the very young child. The incidence of hallux valgus 
was found to increase among both boys and girls during 
adolescence, the incidence in both sexes during adolescence 
being double that in the pre-adolescent period. Girls had 
a much higher incidence than boys; 16% of adolescent 
girls had severe halluz valgus, as against 4% of boys. The 
deforming influence of badly designed footwear is regarded 
as an important cause of this defect. Commenting on 
general posture, the committee states that the studies 
have emphasized the fact that postural defects are often 


present at an early age. It is evident that the early ages 
of the child are of the utmost importance in the determina- 
tion of postural development. Whilst defects of the lower 
part of the trunk including lordosis, protuberant abdomen, 
knock knee and flat feet tend to disappear spontaneously 
throughout the school period, the defects of the upper 
part of the trunk—kyphosis, forward neck, flat chest— 
show no such tendency to spontaneous disappearance. 


Various individual factors were studied in their possible 
relation to defective postural developments. Geographic 
distribution seemed to be of some importance; the 
incidence of postural defect was found to vary greatly in 
different districts studied. This suggests that environ- 
mental factors, whether socio-economic or climatic, or both 
combined, operate to produce these effects. The results 
of the survey of the relationship of socio-economic factors 
to posture showed a definite relationship between “family 
management”, health, nutritional status and posture. 
Income levels and housing standards did not directly 
affect posture, but they did operate through “family 
management”. The committee recommends that as well 
as the education of parents in dietetic principles, house- 
hold budgeting, organization and child management, the 
improvement of recreational facilities, such as playing 
areas for children, should also be considered. Nutritional 
status was shown to have a strong relationship to posturai 
development, and postural defects were much more com- 
mon in the thin type of child. The committee emphasizes, 
however, that dietary intake is by no means the only 
factor which can influence nutritional status, and that it 
should not be assumed that defect of dietary intake is 
necessarily the sole factor involved in producing poor 
posture. The main finding from the health assessment was 
that children who have poor health over a period of years 
find it more difficult than healthy children.to develop good 
posture. If health and nutritional status are both unsatis- 
factory, satisfactory posture becomes almost impossible. 
The study of the effect of a school physicai education pro- 
gramme revealed a certain though small value in the 
correction of postural defects, but the report makes it 
clear that major defects are not influenced by physical 
education programmes alone when health, nutrition and 
family management are at fault. There is, however, other 
evidence that with altered environmental conditions 
physical education is beneficial. Moreover, it was found 
that teachers from whose classes. the groups were drawn 
expressed the opinion that the mental alertness of the 
children increased, and in no case did the child’s position 
in class suffer as a result of the extra time devoted to 
physical education. It is suggested that more time could 
be given profitably to physical education programmes, 
particularly of the free activity type, if adequately trained 
staff and facilities could be provided. In some parts of 
the study a survey of the children’s intelligence was 
included, and it was found that children of intelligence 
below average tended to have a higher incidence of poor 
posture, though a combination of high-grade intelligence 
and low-grade posture was found in a few cases. The 


part played by school conditions, including furniture, 
lighting and overcrowding in classrooms and playgrounds, 
was not directly investigated in any of these studies, nor 
was the problem of fatigue in children caused by over- 
work or badly arranged school time-tables included, but as 
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the committee points out, it is obvious that such con- 
ditions cannot be held responsible for defects which occur 
at the lowest age level. However, it is noted that the 
incidence of forward neck and of kyphosis does show a 
tendency to increase throughout the five to fourteen years 
age period, and further investigation may reveal a 
relationship between these environmental conditions and 
postural change. One important general comment made 
by the committee relates to the postural development of 
a young child. They state that it is evident that the early 
years of the child are of the utmost importance in deter- 
mining postural development, especially the posture of 
the upper part of the trunk. Investigations showed that 
socio-economic conditions, particularly “family manage- 
ment”, were fundamental factors in postural development, 
and from this it is suggested that the management of the 
child in the toddler years may often be unsatisfactory. 
The early years are associated with rapid physical and 
psychological adjustments, and it is well recognized that 
behaviour deviations are by no means uncommon. In this 
period of life the child depends particularly on home 
environment and on the attitude and understanding of 
the parents. Community facilities, such as nursery schools, 
are not available to all children. The parents often have 
neither the time nor the facilities for giving the toddler 
adequate safe play, particularly in the out-of-doors. Many 
toddlers, unfortunately, spend their early years in an 
atmosphere of boredom and frustration. The committee’s 
feeling is that postural development would improve if 
more attention could be paid to the real needs of the 
young child. They point out that it is possible that 
modern conditions of living rob the young child of oppor- 
tunities to use the upper trunk muscles in such activities 
as climbing, pulling and pushing; in the planning of 
physical activity particular emphasis might well be placed 
on this type of activity. 


These then are the broad facts revealed by the several 
investigations, and as the committee points out, from the 
surveys we now have a clearer idea of the extent of 
defective posture in Australia and of the significance of 
the regional defects in the different age groups. The 
report has provided sound proof for a number of facts 
which were previously suspected, but on which we lacked 
reliable evidence. In addition it has also clearly revealed 
a number of interesting facts related to posture which 
were perhaps not previously recognized. The work so far 
carried out by no means exhausts the possibilities opened 
up for future investigations. An immediate extension of 
work is suggested in the report—namely, the investigation 
of the relationship of posture in early childhood to posture 
during adolescence, which could be carried out by following 
into the school age period the children whose records form 
the basis of the present study into the posture of the 
pre-school child. As exact knowledge on these matters 
becomes * available, the possibilities of doing something 
about the position should be made easier. It might be 
asked, however, whether as much is being done as might 
be done about what we already know. In papers read in 
1949 at a meeting of the Melbourne Pediatric Society, 
E. E. Price and Jean Macnamara (whom we have already 
quoted) both offered much practical information on the 
causes of postural defects in children and suggested ways 
to deal with them, both by means of direct medical treat- 


ment and in the broader social sphere. In particular we 
may quote the eleven factors put forward by Jean 
Macnamara as leading to good posture: protection from 
deforming positions during infancy and early childhood, 
good general health, good nutrition, adequate rest and 
sleep, freedom from fatigue, freedom from infection, good 
sight and hearing, the wearing of easily fitting clothes, 
well designed and fitted footwear, the use of furniture 
adapted to the child’s size and a firm bed and mattress, 
freedom for variety of movement and interest, happiness, 
confidence and vanity, and coaching and encouragement 
in the maintenance of good posture. The reverse factors 
lead to poor posture, but the emphasis on the positive is 
good. No one would assert that everything that can be 
done to deal with these factors is being done. It is wholly 
desirable that the work initiated and reported by the 
Posture Survey Planning Committee should be extended, 
and it is clear that we have some quite important informa- 
tion to go on with. 


Current Comment. 


ANTIBIOTICS AND SMALLPOX. 


SMALLPOX is a matter of no practical moment in Australia 
at present and appears likely to remain so while our 
efficient quarantine barrier is maintained. Nevertheless, it 
is as well to be in touch with experience overseas in its 
management. Three papers have recently appeared together 
which recount the result of the use of antibiotics in the 
treatment of smallpox in England and in Holland.' The 
two English papers are mainly concerned with cases that 
occurred during the epidemic at Brighton early in the 
present year. Earlier experience had indicated to J. 
Pickford Marsden and W. J. Coughlan that some degree 
of control of the secondary illness associated with smallpox 
and of the subsequent complications could be expected from 
the antibiotics available during the last few years. They 
do not mean by this that the local rash can be made to 
“abort” solely by the use of antibiotics and that the 
pustular stage of the rash can be prevented or the terminal 
pigmentation and scarring be avoided; but for a patient 
who has survived the viremia and yet has to contend with 
the effects of a numerically severe focal rash, these drugs 
offer a good prospect of recovery and of freedom from the 
suppurative complications which so commonly in the past 
have been the bane of the patient and his physician. In 
support of this statement they quote, as a fair example, 
the case history of a youth treated in 1947 with penicillin. 
The point of particular interest that has arisen recently 
is the question whether the newer antibiotics that are 
effective against some viruses will affect the smallpox virus. 
Marsden and Coughlan point out that the main menace of 
smallpox lies in the virus toxemia, especially in types I 
and II. They state that type I toxic or hemorrhagic small- 
pox is rapidly fatal. In type II the outcome is delayed, 
often for about a fortnight. In such cases the rash is 
usually late in making its appearance, but when complete 
it is numerically of extreme severity. The mucosal lesions 
are profuse, and toxemia is profound. The temperature 
may fall towards the end of the first week of illness, to 
rise again as the virus proliferates in the skin and mucose. 
Death usually takes place between the twelfth and 
fourteenth days of the rash, but recovery may follow a 
crisis at this time. Marsden and Coughlan report five case 
histories which were outstanding examples of the second 
type of the disease; they provided excellent material for 
the trial of the viricidal power of drugs. All the patients 
were adults, all came under treatment early, four had not 
been vaccinated, and the fifth had not been successfully 
vaccinated since twenty-three years earlier. Four died 


“a The Lancet, October 20, 1951. 
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between the eleventh and fifteen days of the rash. Three 
were treated with aureomycin and two with chlorampheni- 
col and penicillin, but neither the aureomycin nor the 
chloramphenicol appeared to influence the severe smallpox 
viremia and virus toxemia. 


Another small series is reported by G. E. Breen. Six 
patients were treated either with aureomycin or with 
chloramphenicol in addition to penicillin; in five cases the 
disease was unmodified by vaccination, and in the sixth, 
though the disease subsequently proved to be modified, the 
patient was so seriously ill on admission to hospital as to 
arouse serious doubts of the prognosis. In nine other cases 
that occurred about the same time the smallpox was mostly 
so highly modified that the patients required either no 
treatment or treatment with penicillin alone. Of the six 
severe cases, three were fatal, and there is no evidence to 
suggest that the aureomycin which was given had any 
significant effect on the course of the disease; in one of 
these fatal cases there was no time for the aureomycin to 
exert any influence before the patient died, but in the 
other two cases there was ample time for it to display any 
viricidal powers it might possess in smallpox. Of the 
three cases in which recovery took place, aureomycin fol- 
lowed by chloramphenicol was given in two and chlor- 
amphenicol alone in one. There was no suggestion of 
curtailment of the fever, or of the rapid development or 
abortion of the lesions. The unaffected skin remained 
remarkably healthy, and sepsis and other serious complica- 
tions were absent, but the classical progress of vesiculation, 
pustulation, maturation and crusting remained unaltered 
in character and duration. 

The Dutch report is concerned with the use not only of 
chloramphenicol, but also of ACTH. Treatment with chlor- 
amphenicol was given by J. B. Stolte and G. J. Sas in 27 
cases—before the appearance of the rash in four cases and 
after the appearance of the rash in 23. While it seems 
clear that the drug was of great value in preventing 
secondary infection, Stolte and Sas’s results suggest that 
it had no effect whatever on the virus of smallpox after the 
appearance of the rash. The number of patients treated 
with chloramphenicol before the appearance of the rash 
was too small to allow assessment of its value, but it is 
thought that further trial would be justified. It is 
interesting to note that patients treated with chlor- 
amphenicol were only slightly pock-marked even after very 
extensive eruptions of confluent or discrete smallpox. Only 
three patients were given ACTH in addition to chlor- 
amphenicol, and no conclusions can be safely drawn. Stolte 
and Sas state that ACTH influenced the inflammatory 
reaction in each case, especially when it was given early; 
but whether this influence is beneficial or not is doubtful. 
More experience is needed, but the administration of ACTH 
in this disease is risky and not to be lightly undertaken. 
So far as antibiotics are concerned, it appears that we 
must still look for some viricidal agent other than aureo- 
mycin or chloramphenicol to control the virus of smallpox. 


WOOL AND ITS RIVALS. 


Certain of the properties of wool have gained for it a 
lasting popularity as the basis for clothing fabrics and a 
degree of medical approval especially for underclothes. 
Talk of synthetic fibres alleged to be at least the equal of 
wool has aroused speculation and, in the wool industry, 
some apprehension; but recently information has been 
made public that helps to clear ihe air. Speaking to the 
Textile Society of Australia, Dr. M. Lipson, officer-in-charge 
of the Commonwealth Scientific and Industrial Research 
Organization’s Wool Textile Laboratory, at Geelong, 
expressed the opinion that the introduction of new syn- 
thetic fibres would not result in a catastrophe for the 
wool industry. Each type of fibre, he considered, would 
play its part in helping to overcome the world shortage of 
textile raw materials; the present increase in world 
population of 20,000,000 per year, together with rising 
standards of living throughout the world, would require 
all the textile raw materials that could be produced. How- 


ever, for our present purposes the economic aspects of the 
subject are less important than the scientific data pro- 
vided by Dr. Lipson on wool and other fibres. According 
to his statement, the wool fibre consists of two main types 
of cell making up the cortex, and this is surrounded by 
an external layer of scales. In addition other minor con- 
stituents are believed to be present. Microscopic examina- 
tion of the cortex, which forms the major part of the 
fibre, shows that it consists of long spindle-shaped cortical 
cells which are joined by an intercellular material. These 
cells, when examined under the electron microscope, are 
found to contain orderly arrays of even smaller units, 
From the chemical viewpoint wool is a protein consisting 
of 18 different amino acids, but the order in which these 
acids are linked together is as yet unknown. The scales 
add further complexity to the structure in possessing an 
amino acid composition different from that of the cortex. 
Thus, wool is an extremely complex fibre and, according to 
Dr. Lipson, it is not considered possible to synthesize a 
product with identical chemical and physical properties. 
This does not mean that it may not be possible to prepare 
products having the physical properties of wool required 
for certain purposes, yet differing from it in chemical com- 
position; but references to “synthetic wool” (literally 
speaking, an impossibility) should be treated with 
scepticism. No artificial fibre has been prepared possessing 
the felting properties of wool and it would be difficult to 
prepare one, as these properties depend on the scale 
structure of the fibre. Another important feature of wool 
is the warmth of fabrics prepared from it. This is largely 
due to the crimped nature of the fibre, which allows room 
for plenty of insulating air in the final fabric. A crimp 
has been imparted to many artificial fibres, but it tends 
to disappear during use; the crimp in wool is permanent. 
It remains to be seen whether the latest American syn- 
thetics possess a permanent crimp. Wool has also a high 
resilience or ability to recover from compression, so that 
garments made from it tend to maintain their shape 
during wear and resist creasing. According to figures given 
by Dr. Lipson, the measured resilience of wool is closely 
followed by that of “Nylon” and that of degummed silk. 
An important property of' wool is its capacity to absorb 
up to 30% by weight of water without becoming wet—a 
property measured in the trade as “regain”. The following 
figures are given for moisture regain under similar atmos- 
pheric conditions: wool 15%, viscose 11%, “Vicara” (pro- 
tein fibre) 10%, acetate 65%, cotton 6%, “Nylon” 45%, 
“Orlon” 0-9%, “Vinyon N” 0-5%. It is, of course, generally 
known that garments made from wool can be worn next 
to the skin and will absorb perspiration without feeling 
cold and clammy. The figures quoted indicate that in 
this regard many of the synthetics compare unfavourably 
with wool. In tensile strength wool is inferior to cotton 
and to several of the synthetics (“Nylon” is the strongest 
of those listed), but in resistance to repeated bending the 
performance of wool is equalled only by that of “Nylon”. 
Another useful property of wool is its high elastic recovery 
from stretching when wet. 


Figures quoted by Dr. Lipson for world production of 
textile fibres during 1900 and 1950 respectively are as 
follows (in millions of pounds): cotton, 6975 (81%) and 
12,290 (68%); wool, 1610 (19%) and 2400 (13%); silk, 38 
and 43; rayon, 2 and 3494 (19%). From these figures it 
appears that the output of all fibres has increased despite 
the huge growth of rayon production, which many con- 
sidered would have serious effects on natural fibres, such as 
cotton and silk. In other words, the increase in world 
demand has been sufficient to absorb all fibres that could be 
produced. This appears likely also to be the position in 
relation to wool and the newer synthetics—all will be 
needed. Another significant fact pointed out by Dr. Lipson 
is that certain of the newer products, regenerated natural 
products, are derived from proteins which have a value 
as foodstuffs and can be used in feeding the world’s 
masses—a considerably greater task than clothing them. 
Moreover, unlike “Nylon”, the regenerated natural 
products have not been shown to confer any advantages 
on fabrics made from their mixture with wool. It seems 


likely then that all the wool produced will find a good 
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use, and that the true synthetics may be welcomed in 
their appropriate roles. Wool next to the skin should 
remain the fashion for many seasons to come. It is 
certainly to be hoped that we shall not divert usefui 
protein to the making of clothing fibre, for we may then 
find ourselves faced with the unpleasant necessity of eating 
our underwear. 


PIGMENTS OF BLOOD AND BILE. 


During the past ten years great advances have been 
made in our knowledge of the chemistry of blood and bile 
pigments and the manner of their formation in the body. 
The use of radioactive and other isotopes has helped con- 
siderably here. C. Rimington in a post-graduate lecture 
has given a clear account of these advances.! 


Hemoglobin can readily be split into the protein, globin, 
and an iron porphyrin part, hem. Hem appears to be 
identical in hemoglobin from all sources, but the protein 
part differs in different animals. It has been possible to 
show, with a high degree of probability, that the globin is 
a folded molecule with the hem attached on the outside, 
four molecules of hem to one of globin. The iron of the 
hem is thus readily accessible to oxygen which can act 
in two ways either to form a covalent compound oxy- 
hemoglobin or to oxidize the iron to form methemoglobin. 
The relative proportions of the two will depend on the 
pressure of oxygen, and the formation of methemoglobin is 
maximally effective at about that existing in the venous 
circulation. The methemoglobin formed is, however, rapidly 
removed in the red corpuscles by an enzyme system 
involving oxidation of glucose. In methemoglobinemia 
caused by drugs such as aniline and nitrobenzene, the 
methemoglobin is removed at the normal rate, but there 
is much greater production. In familial methemoglobin- 
emia the methemoglobin is removed very slowly, and here 
it can be shown that there is a deficiency in the oxidative 
enzyme system previously mentioned. 


The hemoglobin of the fetus is not the same as the 
hemoglobin of the adult. It has a higher affinity for oxygen 
and its protein part is different in composition. The time 
of change from one to the other is not known accurately 
for man, but in the sheep at birth about half is the fetal 
and half is the adult type, and the fetal type has almost 
disappeared eighty to ninety days after birth. 


Pauling has demonstrated another type of hemoglobin 
in the red cells of sickle-celled anemia, a familial disease 
particularly common among Negroes; at low oxygen 
tensions the red cells all become crescentic or sickle-shaped. 
When hem and globin were prepared from this hemoglobin 
they were found to have. the same composition as those 
from normal hemoglobin. It is suggested that the protein 
part is folded differently. The abnormal hemoglobin at 
low oxygen tensions becomes insoluble and crystallizes out 
in the red cells, giving the sickle shape. When oxygen is 
admitted the more soluble oxyhemoglobin is formed and 
the cell assumes the normal shape. It is possible that 
abnormal hemoglobins occur in other blood diseases. 

So far no abnormal hem has been discovered, although 
the porphyrias, which are thought to be a disturbance of 
the metabolism of pyrrole pigments in the bone marrow, 
are characterized by the excretion of abnormal porphyrins 
in large quantities. The red cells are continually being 
destroyed in the body and their place is taken by an equal 
number of cells containing newly synthesized protopor- 
phyrin and globin. 

The mode of formation of the porphyrins and hem in 
the body has beea studied by the use of heavy nitrogen 
(N,,), deuterium and radioactive carbon. When glycine 
labelled with heavy nitrogen (N,,) was fed to a man so 
much N,, was incorporated into the hem of the blood that 
glycine was identified as a direct precursor. There was a 
rapid rise in the N,, concentration in the hem for ten days, 
then a plateau to the one-hundredth to the one-hundred- 


1The Lancet, September 29, 1951. 


and-fiftieth day, then a rapid fall. This can mean only 
that the newly formed red cells have a statistical life of 
about 120 days and then they are destroyed and the hem 
is eliminated. Other substances containing deuterium and 
radioactive carbon have demonstrated fairly clearly the 
method of formation of the porphyrins. The formation of 
bile pigments from hem has been thoroughly worked out 
by Lemberg, of the Kolling Institute of the Royal North 
Shore Hospital of Sydney, but some new information has 
come from America and England, where glycine containing 
N,; was given to normal persons and to patients with 
congenital porphyria and pernicious anemia. The sterco- 
bilin isolated from the feces is usually considered to come 
solely from red cells broken down at the end of their life 
span. Therefore no labelling of fecal stercobilin would be 
expected until about 100 to 120 days after the administra- 
tion of the glycine. Determinations have shown that, on 
the contrary, there is in normal persons an almost imme- 
diate labelling of stercobilin to a high degree followed by 
a plateau with a lower isotope content until, about the 
hundredth day, the curve rises as the labelled red cells are 
broken down. This can mean only that a considerable 
proportion (about 15% to 20%) of the normal stercobilin is 
derived from a source other than mature circulating red 
cells. Either the bone marrow synthesizes bilirubin direct 
or synthesis and breakdown of protoporphyrin are pro- 
ceeding side by side. London and West suggest that the 
large excretion of stercobilin in pernicious anemia may be, 
in part, due to the degradation of hem for which there is 
insufficient or unsuitable globin available. In congenital 
porphyria the proportion of fecal stercobilin derived from 
the red marrow is as high as 70%, only 10% to 15% being 
derived from the breakdown of red cells. 


CARCINOMA OF THE LUNG IN CHILDREN. 


Att forms of tumour originating in the lungs of children 
are rare. Of malignant neoplasms sarcomata are relatively 
the most common, and carcinomata are exceedingly rare; 
according to a recent survey by C. K. Cayley, H. J. Caez 
and W. Mersheimer,’ the number of cases of carcinoma 
reported in the literature is only 16. Just the same, 
carcinoma must be regarded as of most importance practic- 
ally, because early diagnosis offers a possibility of cure: 
the prognosis in cases of primary sarcoma is uniformly 
poor. Whether or not we can expect an increase in the 
incidence of lung carcinoma in children paralleling that 
which appears to be occurring in adults there is no means 
of knowing; the factor or factors responsible may be 
adult in character. According to information quoted by 
Cayley, Caez and Mersheimer, malignant growths in 
general are on the increase among children, and H. W. 
Dargeon? stated in 1948 that during the past decade, cancer, 
leuchemia and other tumours had exceeded almost ali 
common diseases among the causes of death in certain age 
groups during childhood. Certainly the high figure is 
relative rather than absolute because of the decline in 
mortality from other diseases, especially infectious 
diseases, and increasing accuracy in diagnosis of neo- 
plasms, but the highlighting of malignant disease among 
children is none the less important. Carcinoma of the 
lung, susceptible to cure by prompt surgery in the child 
as in the adult, should not be left out of the picture 
merely because of its rarity. Awareness of the condition 
is essential for the all-important early recognition of the 
condition when it does occur. In the case reported by 
Cayley, Caez and Mersheimer, the diagnosis was made by 
a consultant three months after the onset of symptoms, 
when surgical treatment was no longer feasible; the diag- 
nosis was confirmed post mortem. The course of the 
disease was unusually rapid and in some respects atypical; 
but the case serves to show that the undiagnosed lung 
condition not responding to therapy needs prompt 
thorough investigation. 


14.M.A. American Journal of Diseases of Children, July, 1951. 
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The Serum Protein Levei in 
Pulmonary Tuberculosis. 


R. M. Eaton et alii (The Journal of 
Thoracic Surgery, April, 1951) have 
determined the serum protein levels 
in 152 patients with pulmonary 
tuberculosis. They state that the most 
Significant alteration from normal 
appeared to be in the serum albumin 
fraction, and, in general, it was found 
that the more severe the disease, the 
lower was the albumin level. The 
authors suggest that intravenous 
infusions of plasma and protein 
hydrolysates given by mouth may be 
of value in the treatment of some 
tuberculous patients. 


Cerebral Vascular Accidents. 


GrorGE WILSON et alii (The Journal 
of the American Medical Association, 
April 21, 1951) discuss factors influenc- 
ing the development of cerebral vascu- 
lar accidents. They state that the 
underlying pathology is not understood. 
They quote 149 patients, under sixty 
years of age, who died from aeute 
cerebral apoplexy, and they state that 
there was a close relationship in these 
patients to the  cardio-circulatory 
status. Cardiac decompensation was 
observed in 94 of these patients, The 
authors report 542 cases reviewed at 
the Philadelphia General Hospital, in 
all of which death occurred from acute 
cerebral apoplexy, and in all of which 
there was post-mortem evidence of an 
acute vascular accident. They state 
that in all cases cardiac defects were 
observed post mortem—hypertensive, 
syphilitic or rheumatic disease, 
coronary artery changes, endocarditis, 
pericarditis, or chronic myocardial 
degeneration. In a large proportion of 
cases there was manifest heart trouble 
—decompensation, auricular fibrilla- 
tion, edema, hydrothorax or ascites, or 
raised blood urea content. In 55 cases 
there was acute myocardial infarction 
and in 12 a mural thrombus. In 91 
cases (17%) there was no history or 
sign of cardio-circulatory insufficiency. 
In many cases occluded or ruptured 
vessels in the cerebrum were not 
demonstrated, and it is suggested that 
vasospasm or vasoparalysis or circu- 
latory insufficiency may have been the 
cause of death. The authors suggest 
that myocardial infarction or failure 
is often the underlying cause of 
cerebral vascular accidents, and advise 
maintenance of the general circulatory 
status at a maximum level. 


Cortisone and Infection. 


H. Serve (The Canadian Medical 
Association Journal, June, 1951) dis- 
cusses the influence of STH, ACTH and 
cortisone upon resistance to infection. 
He states that it has been shown that 
overdosage with these preparations 
causes decreased resistance to infec- 
tions. In rats pulmonary abscess and 
unbridled bacterial proliferation are the 
results of overdosage. Pulmonary tuber- 
culosis and pneumonia may be activated 
by cortisone and ACTH. The somato- 
trophic hormone STH acts as an 
antagonist to ACTH. Experiments on 
rats showed that overdosage of 


cortisone or ACTH led to widespread 
abscesses and death. The lungs, 
kidneys, liver and spleen were the seat 
of infection and suppuration. Rats 
receiving STH with cortisone did not 
develop abscesses, merely developing 
hypertrophy and hyperplasia of hepatic, 
renal and splenic tissue. Suitable 
doses of STH prevented the toxic 
effects of ACTH and cortisone. 


Chioramphenicol and Meningococcal 
Meningitis. 


F. R. McCrumes et alii (The American 
Journal of Medicine, June, 1951) report 
that 15 infant and adult patients with 
meningococcal meningitis made rapid 
recovery after chloramphenicol treat- 
ment. The clinical and bacteriological 
response to therapy was striking. One 
patient with fulminant meningococ- 
cemia and meningitis responded very 
favourably to chloramphenicol. 


Acute Frontal Sinusitis. 


R. L. Goopatn (The New England 
Journal of Medicine, June 7, 1951) dis- 
cusses infection of the paranasal 
sinuses and the response to modern 
therapy. He states that all degrees 
of nasal sinusitis may occur, as the 
result of a cold, the inhalation of 
water, or other trauma. Chill, fever 
and the signs of upper respiratory tract 
infection are noted. asal discharge 
and eventually pus in the sinus may 
occur, with severe pain and tenderness 
over the sinus aggravated by move- 
ment. As infection subsides pain 
occurs mainly in the forenoon, passing 
off by mid-afternoon. Prior to the use 
of chemotherapy, rest, heat and the 
application of a shrinking solution to 
the nasal mucosa helped the pus to 
escape. Extension, osteomyelitis and 
brain abscess often occurred. Undrained 
pus still requires evacuation. Chemo- 
therapy has done much for sinus infec- 
tions. The author states that others 
have used penicillin and dihydro- 
streptomycin, 0:7 gramme twice daily 
for seven to ten days; 300,000 units of 
procaine penicillin G with 100,000 units 
of crystalline penicillin every three or 
six hours were also given. Results were 
so good as to clear up even long- 
standing infections without operation 
except puncture and lavage of pus- 
filled antra. Sensitivity tests to deter- 
mine the correct antibiotic to use are 
more widely employed now. Responses 


are always _ satisfactory, and 
trephining may be necessary. The 
factor of allergy is mentioned. For 


the common cold, bed rest, aspirin and 
sedatives, without local treatment, are 
advised. Antihistamines are considered 
of no use unless allergic rhinitis is 
present. 
Arteriosclerosis. 


L. M. Morrison (The Journal of the 
American Medical Association, April 21, 
1951) discusses recent advances in 
dietary and medicinal treatment of 
arteriosclerosis. He states that the 
clinical aspects of arteriosclerosis are 
better known as atherosclerosis, a 
metabolic error in which disorders of 
the blood lipids and lipoproteins play 
a dominant role. Excess ingestion of 
fat, or persistent alimentary hyper- 
lipemia, are factors in the causation 
of atherosclerosis. The fat particles 
derived from food pour into the blood- 
stream and are related to the develop- 
ment of atherosclerosis in the coronary 


and other arteries. In rabbits and dogs 
excessive cholesterol or fat feeding 
leads to atherosclerosis. This can be 
prevented by using lipotropic agents 
such as choline, inositol and pyridoxine. 
Diabetes, myxedema, xanthomatosis 
and nephrosis are associated with 
hyperlipemia and increased athero- 
sclerosis. In thyreotoxicosis, which is 
associated with hypolipzmia, a 
decreased incidence of atherosclerosis 
occurs. Members of families subject 
to coronary and cerebral vascular 
degeneration may have livers which 
fail to deal with fats. At present there 
are three tests of value in athero- 
sclerosis: the blood serum phospholipid- 
cholesterol ratio, Sobel and Morrison’s 
cholesterol-partitioning procedure, and 
the optical ultra-centrifuge technique 
of Gofman. Further study is required 
on these tests. The author prescribes 
a diet for patients with atherosclerosis, 
its content being low in animal fat and 
vegetable fat; it contains adequate 
protein (60 to 100 grammes daily), 
carbohydrate (250 to 300 grammes 
daily) and fats (20 to 25 grammes 
daily). It consists of clear soup or 
fat-free soups, lean meat, fish or fowl, 
not more than two whole eggs a week, 
one pint of skimmed milk daily, all 
vegetables (cooked or raw), all fruits, 
salads, cereals, wholemeal _ bread, 
tapioca, sago, rice, jams, jellies, honey, 
tea, coffee, vegetable juices, and tomato 
juice. The patient should avoid cream 
soups, liver, brains, kidney, sweet- 
breads, pork, fat meats, fat fish, fish 
roe, whole milk, cheese, excessive 
butter, egg yolk, hot bread, pancakes. 
waffles, coffee cakes, muffins, doughnuts, 
cream in any form, dishes made with 
cream or egg yolks, pies, rich cakes, 
excess of fats of any kind, olives, nuts 
and avocados. 


Cortisone and ACTH in Skin 


E. N. Irons et alii (The Journal of 
the American Medical Association, 
March 24, 1951) discuss ACTH and 
cortisone in diffuse collagen disease and 
chronic dermatoses. They have treated 
patients suffering from disseminated 
lupus erythematosus (eight cases), 
periarteritis nodosa (one case), 
psoriasis and arthritis (two _ cases), 
superficial allergic dermatitis, and 
dermatitis (one of each); all were 
critically ill. They conclude that a 
thorough bacteriological study and 
attempt at antibiotic control of infec- 
tions should precede the use of 
cortisone and ACTH. In disseminated 
lupus cortisone had some good effect. 
In exfoliative dermatitis, psoriasis and 
scleroderma ACTH was effective, but 
not cortisone. Short-term (two weeks) 
therapy was safe with ACTH, but 
longer terms required extensive labora- 
tory control. Long-term use of 
cortisone was less dangerous. No 
cures were reported in this series, 
though the treatment often seemed to 


be life-saving. 


Tuberculosis of the Larynx. 


L. J. Wainer et alii (The Journal 
of the American Medical Association, 
April 21, 1951) discuss treatment of 
tuberculosis of the larynx by chemo- 
therapy. They state that 124 affected 
patients were treated with strepto- 
mycin and/or para-aminosalicylic acid. 
Two grammes of streptomycin per 
twenty-four hours given for one 
hundred and twenty days produced 


: 4 
: 
| 
i 
Diseases. 
i 
| 
} 
; 


8, 1951 


nd dogs 
feeding 
can be 
agents 
idoxine, 
matosis 
1 with 
athero- 
hich is 
ia, a 
clerosis 
subject 
rascular 
which 
it there 
athero- 
holipid- 
rrison’s 
re, and 
shnique 
equired 
scribes 
lerosis, 
fat and 
dequate 
daily), 
“ammes 
rammes 
oup or 
fowl, 
week, 
ily, all 
fruits, 
bread, 
honey, 
tomato 
cream 
sweet- 
sh, fish 
cessive 
nceakes. 
shnuts, 
le with 
cakes, 
S, nuts 


rnal of 
ciation, 
ise and 
treated 
Linated 


DeckMBER 8, 1951 


THE MEDICAL JOURNAL OF AUSTRALIA 789 


toxic effects on the vestibular 
apparatus. One gramme or 0°5 gramme 
daily given for sixty days or 0°75 
gramme given daily for sixty days was 
adopted later. Toxic effects were rare. 
PAS was given orally in doses of 
twelve grammes per day: for twenty 
days. Smoking and speaking were 
prohibited, but it was doubtful if the 
prohibition was carried out. Of 70 
patients followed up, 39 were relieved 
of pain, and voice improvement was 
considerable. The authors assess the 
value of these drugs highly for 
tuberculosis of the larynx. 


Diabetic Retinopathy. 


EpWARD SASKIN et alii (American 
Journal of Ophthalmology, April, 1951) 
have treated 28 subjects of diabetic 
retinopathy with testosterone  pro- 
pionate. The drug was administered 
intramuscularly, 50 milligrammes in 
the first week, followed by 25 milli- 
grammes the next week, the 50 and 25 
milligramme doses being alternated for 
a course of at least eight injections; 
then a dose of 50 milligrammes was 
given every second week. The authors 
state that the presence, absence or 
recurrence of the typical round, discrete 
retinal hemorrhages was the criterion 
of efficacy of therapy. Exudates, 
arterio-venous changes and _ retinitis 
proliferans were not influenced by the 
therapy. Of the 28 patients treated, 
ten showed no fresh retinal hemor- 
rhages at the end of the first course of 
injections, and those hemorrhages 
present before therapy were absorbed 


entirely. There was not a similar or 
equal improvement in the _ visual 
acuity. The authors state that as a 


precautionary measure it is not advis- 
able to administer more than 300 
milligrammes of testosterone per month 
to a woman, and with males prostatic 


malignant change should be excluded 
before testosterone is given. 


The Heart in Myotonia Atrophica. 


J. D. Spmuane (British Heart 
Journal, July, 1951), from an examina- 


tion of sixteen persons suffering from 
myotonia atrophica, states that the 


involvement of the heart in this disease 
tends to occur at a relatively late stage. 


Scoliosis and Breathlessness after 
Thoracopiasty. 


S. R.; Powers anp A. HIMMELSTEIN 
(The Journal of Thoracic Surgery, July, 
1951) present evidence to show that the 
development of scoliosis after thoraco- 
plasty results in a pronounced decrease 


in the ventilation of the lungs. 


Ocular Manifestations in 100 
Consecutive Cases of Multiple 


Sclerosis. 


J.C. YASKIN et alii (American Journal 
of Ophthalmology, May, 1951) have 
studied 100 cases of disseminated 
sclerosis; in 27 of these ocular mani- 
festations provided the earliest pre- 
senting complaint. In 56 cases ocular 
abnormalities were present at the time 
of the study. In 73 cases the first 
recorded manifestations were general 
neurological symptoms. The ocular 
Symptoms were blurring or loss of 
vision in 16 cases; in. five cases there 
was almost complete blindness in one 
eye. Diplopia was the initial symptom 


in seven cases and difficulty in focusing 
in one. The average time from the first 
eye symptom to the next manifestation 
of multiple sclerosis was three years 
and seven months. Other ocular mani- 
festations which were found during the 
course of investigation were pupillary 
changes, as anisocoria and poor reac- 
tion to the light stimulus in 12 cases, 
extraocular palsies in 12 cases, dis- 
turbance of convergence in seven cases, 
and nystagmus in 34 cases. There was 
a change of some kind in the optic 
nerve head in 51 cases; the changes 
ranged from temporal pallor to papil- 
ledema. There were alterations in the 
visual] fields in 18 cases consisting of 
central and paracentral scotomata and 
generalized field contraction. 


Retinal Changes in Coarctation of 
the Aorta. 


K. O. GranstrOm (The _ British 
Journal of Ophthalmoiogy, March, 1951) 
records his observations in 40 cases of 
coarctation of the aorta. He states 
that in 24 out of the 40 cases there 
was pronounced tortuosity of the 
retinal arteries. This tortuosity was 
often so gross as to resemble a cork- 
screw. This corkscrew-like formation 
increases in frequency with age. The 
retinal changes characteristic of hyper- 
tension of other origin are wholly or 
partly lacking in coarctation of the 
aorta. The author suggests that, in 
juvenile hypertension, careful examina- 
tion of the fundi can contribute to a 
diagnosis of coarctation of the aorta. 


The: Names of Neurological Signs. 


Ropert WARTENBERG (Archives of 
Neurology and Psychiatry, June, 1951) 
states that many of the signs in 
neurology which are given the names 
of their discoverer are often described 
earlier in the literature. The Babinski 
reflex was described by a German 
neurologist, Remak, in 1893; Babinski 
reported on this reflex in Paris in 1896. 
The flexor withdrawal reflex is usually 
attributed to Marie and Foix; however, 
von Bechterew described the same 
reflex four years earlier. Many signs 
having an author’s name have similar 
histories. 


Encephalopathy Associated with 
Acute Diffuse Platelet 


Thrombosis. 


Ropert A. BurGeR, A. HAUSER AND 
AtvIn BEYER, JUNIOR (Archives of 
Neurology and Psychiatry, June, 1951), 
report a case of encephalopathy with 
acute plotelet thrombosis. They 
describe the associated mental and 
physical symptoms and point out that 
it is necessary to consider this disease 
in differential diagnosis of the acute 
encephalopathies. 


Urzemia Complicating Low Salt 
Intake in Heart Failure. 


A. B. Buack and J. A. LITCHFIELD 
(The Quarterly Journal of Medicine, 
April, 1951) discuss urzemia complicat- 
ing low salt intake in the treatment of 
heart failure. They state that in many 
cases of congestive heart failure, it 
seems unfortunately to be necessary to 
produce a degree of salt-depletion in 
order to reduce venous congestion and 
to abolish edema. One of the ways in 
which the mercurial diuretics act is by 
promoting renal excretion of salt, and 
the water diuresis is possibly a secon- 


dary response mediated by the “osmo- 
receptor” and the posterior part of the 
pituitary. If a reduction of dietary 
sodium is also enforced, salt-depletion 
is rapidly achieved, often leading to 
the prompt disappearance of cdema 
and venous congestion. Occasionally, 
salt-depletion goes too far, and even 
while cedema is still present or has 
barely disappeared, it may lead to a 
rapidly rising blood urea level and 
death of the patient in uremia. It is 
suggested that patients who are receiv- 
ing injections of mercurial diuretics 
for heart failure should not be placed 
on a diet of low sodium content, unless 
it proves impossible otherwise to dispel 
cedema. When a diet of low salt con- 
tent is introduced, the blood urea con- 
tent should be estimated daily or on 
alternate days. If it rises materially, 
the diet of low sodium content should 
be replaced by one containing a normal 
amount of sodium. If uremic symptoms 
develop, the patient should immediately 
be given at least three pints of twice- 
normal saline intravenously, and in 
addition 15 grammes of sodium chloride 
daily by mouth, until the daily salt 
excretion returns to a normal level of 
five to six grammes. 


Serum Phosphatase Determinations 
in Diagnosis of Prostatic Cancer. 


Reep M. NesBit aND WILLIAM C. BAUN 
(The Journal of the American Medical 
Association, April 28, 1951) discuss 
serum phosphatase determinations in 
the diagnosis of prostatic cancer, and 
review 1150 cases of this condition. 
They state that the gland cell of pros- 
tatic cancer possesses the physiological 
capacity for the production of the 
enzyme acid phosphatase. Significant 
rises in the blood serum content of this 
substance are found to occur only when 
the tumour has spread to lymph nodes 
or bone marrow spaces. For this 
reason a rise of the serum level is 
pathognomonic of metastatic prostatic 
neoplasm, but a normal serum titre 
does not exclude the diagnosis. A 
small percentage of patients who had 
prostatic cancer with metastases were 
observed to have normal serum levels 
of acid phosphatase; but some patients 
with no radiological evidence of metas- 
tases were found to have significant 
elevations of the serum titre of this 
enzyme. The finding of an abnormal 
serum acid phosphatase level in the 
absence of evident metastases, in a 
patient with prostatic cancer, carries 
with it the implication of poor prog- 
nosis, for in this case the patient has 
considerably less chance for three-year 
survival than has the person in the 
same circumstances whose serum acid 
phosphatase level is normal. The find- 
ing of a normal serum acid phos- 
phatase value in a patient with metas- 
tatic prostatic carcinoma does not 
necessarily imply poor response to 
endocrine therapy by reason of the 
assumption of androgen independence 
on the part of the cancer cell, for, in 
general, these patients exhibit the same 
degree of benefit, if not a greater 
degree, from treatment as patients who 
have an elevated serum acid pbhos- 
phatase level. The level of serum 
alkaline phosphatase is but a refiection 
of osteoblastic activity in the absence 
of liver disease, and is not in itself 
specific for prostatic carcinomatous 
activity. In the presence of metas- 
tases, it serves as a guide to the extent 
of spread of the primary tumour and 
the nature of response to treatment. 
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Congresses, 


THE SECOND INTERNATIONAL POLIOMYELITIS 
CONFERENCE. 


Tue following report on the second International Polio- 
myelitis Conference held at Copenhagen from September 2 
to 7, 1951, prepared by Dr. Howard W. Linn, Medical 
Superintendent, Northfield Wards, Royal Adelaide Hospital, 
has been made available by the chairman of the Central 
Board of Health, South Australia. It is published with the 
permission of the South Australian Department of Health 
and of Dr. Linn. 


Session I: The Virus and its Interaction with the 
Host Cell. 


Although there was some difference of opinion on the 
matter, it was generally agreed that viruses are organisms. 
However, it is probable that they go through an inert 
phase, in which their chemical attributes are relatively 
prominent. 

Proof was presented that “the physiological condition of 
the host is so important that it may determine, not only 
whether infection occurs, but whether the virus is localized 
or becomes systemic, the extent to which it multiplies, the 
type of symptom produced, or even whether symptoms are 
produced at all”. 

Potent inhibitors of infectivity by many viruses have been 
discovered, and the search continues. These substances 
appear to be specific for each virus. 


Another point mentioned was that there is a latent period 
after infection of a cell with a virus, during which not 
even the original infecting particle can be found in the cell. 
It was concluded that the virus particles pass through a 
stage in which they are able to multiply but not able to 
infect. 

The final address in this section was by Frank L. Horsfall, 
junior, of the Rockefeller Institute for Medical Research, 
New York. He dealt with “External Factors Influencing 
Virus”. The following are a few of his statements: “A 
number of substances prevent absorption of viruses by 
host cells; some are thought to represent analogues of cell 
receptor sites and compete with the cell for the virus; others 
are believed to alter the cell itself; still others combine with 
viral particles and prevent them reacting with cells.” 
(Examples were given of each of these types.) “If the 
objective of interrupting viral multiplication by chemical 
means is to be attained, present evidence supports the idea 
that this will come about through substances which act on 
intracellular components, possibly on enzyme systems, rather 
than on the virus per se. Although the number of sub- 
stances which either interrupt or augment viral multiplica- 
tion is limited, the chemical nature of the effective substance 
is known in a number of instances.” 


Session II: Pathology and Pathophysiology of 
Poliomyelitis. 


Join F. Enders, of the Children’s Hospital, Boston, read 
a paper entitled “The Multiplication and Properties of Polio- 
myelitis Viruses in Culture of Human Tissue”. The fcllowing 
is a summary of his paper: First, it has been demonstrated 
that at least two types of human non-nervous tissue cells 
growing in vitro provide conditions suitable for the multi- 
plication of poliomyelitis viruses, and in this sense, then, 
these agents can no longer be regarded as strict neuro- 
tropes; decision in respect to whether or not extraneural 
growth of the virus occurs in vivo must, of course, await 
further experiments, but Enders’s observations would seem 
to afford additional support for the hypothesis of extra- 
neural multiplication. Second, tissue culture techniques 
offer means of isolating poliomyelitis virus from infected 
materials, of propagating it for. an indefinite period outside 
the animal body, of assaying its infectivity and of deter- 
mining its antigenic type. Third, the possibility of obtaining 
large quantities of suspensions of virus free of gross con- 
tamination by tissue components has been demonstrated; in 
this form it has been determined that the virus is capable 
of inducing active immunity in experimental animals. 
Fourth, and at last, it has been shown that propagation of 
the virus in tissue culture may be followed by changes in 
its pathogenicity for lower animals; this fact encourages 


further investigations of the same sort, with the purpose of 
developing variants whose lack of virulence for man might 
permit their use as specific prophylactic agents. 


David Bodian, of the Johns Hopkins University, Baltimore, 
reported his work in a paper entitled “Virus and Host 


, Factors Determining the Nature and Severity of Lesions and 


of Clinical Manifestations”. The following were some of 
his more important remarks: “Our recent work in the 
chimpanzee supports the concept of a truly independent 
peripheral phase of virus activity, which leads to antibody 
formation and which may or may not be followed by invasion 
of the central nervous system. ... There is much evidence 
from experimental work, and some evidence in humans, that 
the location of penetration in the periphery determines the 
point of entry of the virus into the central nervous system. 
. .. Two additional factors which help to determine the site 
of initial paralysis are first, differences in virus strains, and 
second, those host factors which have been referred to as 
‘provoking’ factors and which will be discussed in a sub- 
sequent session of this conference. The role of virus strain 
is known from experimental work, which has shown that 
with identical routes of inoculation, one virus strain will 
regularly produce initial severe paralysis in arms, and 
another strain will regularly produce initial and severest 
paralysis in the legs.” 

Ruth Bowden, of the Royal Free Hospital, University of 
London, followed with her paper entitled “A Review of 
Some Recent Studies of Skeletal Muscle in Anterior Polio- 
myelitis and Other Neuromuscular Disorders in Man and 
the Experimental Animal’. In her experimental work she 
has proved conclusively that at least during the first six 
months after poliomyelitis, hypertrophy of normal muscle 
fibres plays little or no significant part in the recovery 
from paralysis. On the other hand, she showed some very 
good pictures of nerve fibres branching and passing down 
to enter neighbouring end-plates. 


Session II: The Coxsackie Group of Viruses. 


The first paper in Section III was by Gibert Dalldorf, of 
the New York State Department of Medicine. It was 
entitled “The Coxsackie Viruses: Isolation and Properties”. 
He described the two known strains of Coxsackie viruses 
group A and group B. Mice infected with group A strains 
develop flaccid paralysis, while those infected with group B 
strains have tremors and spasms as well as weakness and 
may show central nervous system lesions. Group B strains 
also produce a different histological picture in the muscles. 
At the moment eight different types of group A strains are 
known and three different types of group B virus. The 
physical properties of Coxsackie viruses are similar to those 
of poliomyelitis viruses. Dr. Dalldorf concluded by saying: 
“The Coxsackie viruses constitute a rather large family of 
human pathogens. Infection is widespread, common, and 
apparently benign. In nature the Coxsackie viruses may 
occur in combination with poliomyelitis. Experimentally 
they exert a sparing effect on poliomyelitis. They teach us 
that our summer outbreaks of poliomyelitis are at times 
mixed epidemics.” 

The only other paper in this section was by Edward 
Curnon, of Yale University School of Medicine. He dealt 
with “Immunology, Epidemiology, and Clinical Aspects of 
Coxsackie Virus Infection”. This paper was of considerable 
interest, especially the parts relating to the various clinical 
types of infection. One most important point was that it 
has not yet been shown that a Coxsackie virus alone can 
induce paralytic disease in man. Wherever paralysis has 
been found in association with this virus, a poliomyelitis 
virus has been discovered as well in every instance in which 
it has been looked for. 

The incubation period for Coxsackie virus infection is 
two to five days. There are at least four known clinical 
patterns which infection with this virus may take. These 
are as follows: 

1. Illness resembling non-paralytic poliomyelitis. The onset 
of symptoms may be gradual or abrupt with fever, headache, 
nausea and abdominal pain. Stiffness of the neck and 
vomiting tend to develop later. The cerebro-spinal fluid 
leucocyte counts range from 27 to 125 per cubic millimetre 
with 7% to 54% polymorphonuclear cells. The protein con- 
tent is often not increased. The course of the illness is 
relatively brief and uncomplicated, and terminates in com- 
plete recovery. On the basis of clinical findings differentia- 
tion from non-paralytic poliomyelitis does not appear 
possible. 

2. Epidemic myalgia or pleurodynia (Bornholm disease). 
In addition to the usual findings of this disease a number 
of patients had stiffness of the neck and back. 

3. Minor illness. The isolation of Coxsackie viruses from 
patients with relatively mild acute febrile illness of short 
duration and without distinctive features is being reported 
with increasing frequency. Such conditions are sometimes 
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called “three-day fever” and have a sudden onset of high 
fever, headache and myalgia. It is possible that brief illness 
of this nature may represent the commonest form of human 
disease induced by Coxsackie viruses. j 


4, Herpangina. Recently the recovery has been reported 
of group A Coxsackie viruses from patients with brief 
febrile illnesses who complained of sore throat and had 
vesicular and aphthous lesions on the faucial pillars. It 
was noted that this disease resembled an entity of unknown 
cause described by Zahorsky in 1920 as “herpetic sore 
throat” and later called “herpangina’’. The lesions on the 
fauces appeared first as dark red petechiz, which after a 
few hours became elevations surmounted by small vesicles. 
Within the next twenty-four hours, the vesicles were 
replaced by small punched-out ulcers surrounded by red- 
dened areas, which persisted for two additional days. The 
ulcerations, which were not very painful, numbered from 
one to ten. Fever invariably subsided within three days. 


Session IV: Differential Diagnosis in Acute 
Poliomyelitis. 


The first paper in Session IV, entitled ‘Differential Diag- 
nosis in Paralytic Poliomyelitis’, was by Robert Debré, of 
the University of Paris. It was in the nature of a review 
and presented nothing new. 


The second speaker, J. C. Smadel, of the Army Medical 
Centre, Washington, read a very interesting paper on 
“Laboratory Aspects of the Differential Diagnosis in Acute 
Poliomyelitis”. He said: “The laboratory diagnosis of polio- 
myelitis remains a cumbersome, expensive and highly tech- 
nical procedure except in those fatal cases with pathog- 
nomonic histological changes. As a result, the proper 
laboratory diagnosis of poliomyelitis, with all its ramifica- 
tions, remains a highly technical problem, which, at the 
present time, can be pursued adequately only in well- 
equipped research laboratories with special facilities, includ- 
ing properly trained workers.” The speaker then went on 
to discuss the differentiation of lymphocytic choriomenin- 
gitis, mumps, encephalo-myocarditis, herpes, Coxsackie 
infections and certain types of leptospirosis 4s conditions 
which could produce the syndrome of Wallgren’s aseptic 
meningitis. The last-mentioned condition has been found 
with increasing frequency in the United States of America, 
and in several recent studies has constituted about 10% of 
cases in which the diagnosis of aseptic meningitis was made. 


Jordi Casals, of the Rockefeller Institute for Medical 
Research, New York, next described “A Specific Complement- 
Fixation Test for Poliomyelitis’. This, however, is of use 
only for the Lansing strain and is not as yet of any clinical 
value. 


The question of the “Immunologic Classification of Polio- 
myelitis Viruses” was discussed by Jonas Salk, of the 
University of Pittsburgh School of Hygiene. Salk sum- 
marized the colossal amount of work that has been done. 
So far exactly 100 strains of poliomyelitis virus have been 
isolated. Each causes somewhat different clinical findings 
from the others. However, fortunately all these strains fit 
into only three antigenic types: type I, Brunhilde-like—85 
strains; type II, Lansing-like—12 strains; type III, Leon- 
like—three strains. 


Session V: Treatment of Poliomyelitis. 


The first paper in Session V was by James Wilson, of 
University Hospital, Michigan, on “Management of Respira- 
tory Insufficiency”. It was of great interest. Very briefly 
summarized the main points were as follows: 


1. Respiratory Muscle Failure——In the acute stage of 
respiratory muscle failure there is no better treatment than 
the box type respirator. This should be used as early as 
possible. However, the danger of over-ventilation is much 
greater than is generally realized, and so the pressure 
should be maintained at a minimum to keep the patient’s 
colour good while he is asleep. Laboratory control of oxygen 
saturation of the blood is not necessary, as methods used so 
far are not as accurate as careful clinical observation. It 
is considered a good idea for the pressure to be increased 
momentarily every hour or two, so that full chest expansion 
is obtained. So-called chest respirators are nearly all much 
less efficient than was previously supposed, and some are 
hardly of any use at all. They may be of some value after the 
acute stage, but the rocking-bed is much better. Some box- 
type respirators now have positive-pressure domes, for use 
when nursing treatment is undertaken. Positive-pressure 
respiration through the mouth is considered as good as 
exertion of negative pressure on the chest; however, most 
experts consider that it can be carried out just as efficiently 


through a mask. It was pointed out that no patient in the 
.acute stage of the disease should be removed from a 
respirator for even a short time without the use of positive- 
pressure respiration through a mask. 

2. Patients with Pharyngeal Paralysis.—In patients with 
pharyngeal paralysis the oxygen exchange is very poor. A 
special type of postural drainage has proved very effective 
and often makes tracheotomy unnecessary. 


3. Respiratory Insufficiency of Cerebral Origin.—Patients 
with respiratory insufficiency of cerebral origin usually do 
very badly in .a respirator; however, the use of electro- 
Phrenic respiration for short periods is recommended. It 
is often found that after one or two hours of normal 
breathing with this, the patient can be treated adequately in 
the box-type respirator if necessary. 


Following this paper were four others of considerable 
orthopedic interest. At the 1948 conference there was much 
difference of opinion between those who believed in early 
activity and those who believed in early rest. Opinion is 
now almost unanimous that for the first few weeks after 
the onset no more than passive movements should be given 
and then active exercise may be gradually introduced. It 
was also agreed by most that only with very severe and 
unusual problems is there need to admit the patient to hos- 
pital for more than four to six months after the acute 
illness. It was considered that irresponsible patients with 
poor home conditions rarely were good subjects for long 
stay in hospital as the patient usually requires many years 
of care and follow up. In most cases home conditions will 
not alter even if the patient is kept in hospital for a year or 
more. It is far better to shorten the initial period spent in 
hospital and to set up an intense foliow-up programme than 
to keep the patient in hospital for a long period of time and 
to fail to follow through with proper guidance. 


The final two papers in this session were on “The Social 
Problems of Poliomyelitis” and “The Psychological Aspects 
of Poliomyelitis” respectively. Nothing new was reported in 
either of these fields. 


Session VI: Immunity and Resistance in Poliomyelitis and 
Other Virus Infections. 


Very briefly the following were the main points in 
Session VI. 

Howard Howe, of the Johns Hopkins University, Balti- 
more, presented a paper on “Antibodies and Immunity to 
Poliomyelitis”. He mentioned the definite prophylactic value 
of y globulin and also stated that active immunization is 
possible now, but in one case in a hundred accidents occur. 


The “Latent Survival of Viruses and Persistence of 
Immunity” was the title of the paper by J. L. Melnick, of 
Yale University. He mentioned that herpes simplex and 
psittacosis viruses have been recovered many years after 
infection. It is also known that viremia does occur in the 
early stages of poliomyelitis infection. Thus a potential 
factor in poliomyelitis immunity may be the invasion of 
cells other than in the central nervous system. 


W. Ritchie Russell, of Radcliffe Infirmary, Oxford, followed 
with a paper entitled “Factors which Influence the Clinical 
Course of Poliomyelitis’. He made the following statements: 
“It is conclusively proved that the continuation of physical 
activity of any kind after the onset of the major illness 
greatly increases the danger to nerve cells. The dangerous 
effect of simply continuing a normal life seems to operate 
convincingly only after the onset of the major illness. One 
can only conclude that physical rest is a powerful aid in 
helping the nerve cells to survive at this chromatolytic 
stage. Physical activity of any kind during this phase, how- 
ever insignificant it may seem, evidently has an effect which 
can be so harmful as to be hardly credible. The common 
custom of transferring cases to hospital during the pre- 
paralytic or early paralytic phase is often an exhausting 
and frightening move and the likelihood that this will 
aggravate paralysis is not to be ignored.” 

The final paper in this session was on “Inoculation Pro- 
cedures as a Provoking Factor in Poliomyelitis’. It was 
presented by A. Bradford Hill, of the London School of 
Hygiene and Tropical Medicine. He stated that in recent 
epidemics of poliomyelitis there has been evidence that 
inoculation procedures may play a part—though probably 
only a small part—in the production of paralytic attacks of 
the disease. It is not known for certain whether one antigen 
is more dangerous than another, and statistically controlled 
experiments are at present being carried out to evaluate the 
nature and extent of the problem. 

In discussing this paper Dorothy Horstmann, of Yale 
University, said that she considered that poliomyelitis virus 
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was probably pushed through the skin, as the incubation 
period and other features corresponded to that of the experi- 
mentally induced disease in monkeys. 


It was generally agreed that, at any rate in children under 
two years of age, the importance of continuing pertussis 
immunization is greater than the risk of poliomyelitis 
arising from it. 


Session VII: Ecology of Poliomyelitis. 


A paper on “Extrahuman Sources of Poliomyelitis” was 
presented by J. H. S. Gear, of the South African Institute 
for Medical Research. He made the following statements: 
“Although there are several diseases of animals resembling 
poliomyelitis in man, no animal reservoir of human polio- 
myelitis has yet been found. .. . The evidence from studies 
of the fate of the virus excreted from infected human beings 
is clear. This virus has been shown to be capable of infect- 
ing water, milk and food. It also may infect fecal feeding 
flies, which in turn have been shown capable of infecting 
food. There can be little doubt that on occasion these extra- 
human sources of the poliomyelitis virus may be the origin 
of some human cases of poliomyelitis. There is considerable 
doubt as to whether these extrahuman sources are ever 
responsible for many cases during epidemics. .. . It is sug- 
gested that the extrahuman sources play an important part 
in spreading the infections amongst people who live under 
relatively primitive conditions.” 


Thomas Francis, junior, of the University of Michigan, 
read a paper on “Distribution of Poliomyelitis Virus in a 
Community”. He made the following statements: “The 
evidence obtained from these extended studies of virus dis- 
tribution in communities clearly indicates that virus is not 
evenly disseminated but tends to be selective, with the 
highest concentration in those families in which the frank 
cases of disease arise. The associates outside the family 
are next in frequency, the extent of infection among them 
depending probably upon the intimacy of their association 
with the infected unit. Finally, those experiencing no known 
association have the lowest incidence, well below that of 
known associates.” 


Notes on the Kenny Method of Treatment. 


Some of the conference comments related to the Kenny 
methods may be of interest. Numerous speakers vigorously 
attacked the Kenny method of treatment, but neither Sister 
Kenny nor any of her associates rose to support it, although 
they had every opportunity to do so. 


Ruth Bowden, of the Royal Free Hospital, London, pre- 
sented very good evidence that muscle fibres do not hyper- 
trophy. 


John Cobb, of New York, an orthopedic surgeon, said: 
“The importance of residual muscle paralysis and the 
imbalance has been minimized or forgotten by some of those 
advocating the so-called Kenny method of treatment. It has 
been said that patients who receive this method of treat- 
ment do not develop scoliosis, and one enthusiast has even 
stated that the poliomyelitis cases with scoliosis really have 
idiopathic scoliosis and the curve is not due to muscle 
paralysis. Yet it is generally accepted and even admitted 
by advocates of this method that all patients who have 
poliomyelitis do not always recover all power in all paralysed 
muscles. It seems obvious that if there is_ sufficient 
permanent residual asymmetrical muscle imbalance in the 
trunk muscles, scoliosis will—and does—develop in spite of 
any conservative treatment. ... The false belief that scoliosis 
does not occur with this method of treatment is probably 
due to the fact that the scoliosis often develops in polios 
only years after the acute phase and when the patient has 
long since disappeared from the view of these optimists... . 
It should be emphasized that in recent years, due to this 
false optimism, many have been insisting on getting patients 
up too early after the acute phase. They often overlook the 
obvious trunk imbalance and early scoliosis developing in 
some of these patients.” 


Robert Bennett, of Georgia Warm Springs Foundation, 
said: “The use of certain physical measures in the acute 
stage, such as heat, passive motion and support of involved 
segments, is of undisputed value. ... It must be emphasized, 
however, that the value of physical therapy measures is 
limited, and that over-use may be dangerous. In general, 
it can be stated that the use of these physical agents should 
be kept at a minimum and applied only to those bodily 
regions needing specific attention. The over-use of heat and 


passive motion may cause increased metabolism in bodily 
tissues already suffering from a diminished oxygen supply as 


well as further upset the fluid balance of the febrile and 
dehydrated patient. . . . The over-use of heat and passive 
motion and inadequate and/or improper support are the 
major factors in the persistence of pain and tightness 
extending into the convalescent phase. ... It should also be 
realized that an accurate analysis of muscle strength is 
essential to the programme of muscle reeducation. ... It has 
been consistently observed that persistent over-use of 
involved muscles during the first six to nine months after 
the onset of poliomyelitis results in limitation of recovery 
of strength and even actual loss of strength.” 


Dut of the ast. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


AN ANNOUNCEMENT.’ 
[Sydney Gazette, November 9, 1827.] 


Mr Macurdy, member of the Royal College of Surgeons, 
Licentiate of Apothecaries Hall, Honorary Member of the 
Physical Society of Guys Hospital and late of the Queens 
Lying-in Hospital London, wishes to inform the Inhabitants 
of Sydney that he has commenced Practice in all the 
Branches of his Profession. Mr M will attend Poor Women 
in Labour for Fifteen Shillings Sterling. 


53 Cambridge St. 


EDITORIAL.’ 


[Australian Medical Journal, January, 1856; extract from 
the first editorial.] 


The want of a medium of communication with each other 
has long been felt by individual members of our Profession, 
not only to make known their own experiences and views, 
but to collect from the more enlightened amongst us opinions 
and advice on scientific and social matters affecting the well- 
being of the Profession. Indeed we believe the Profession 
generally will concur with us, that in this period of pro- 
gress, a section of society exercising so much influence on 
all grades of the population, and holding so important a 
status as does the Medical Profession, the members of 
which are, from the nature of their avocations, so often 
brought into contact and sometimes into collision both with 
each other, and with portions of the public, should possess 
an organ of its own, worthy of its station and position, 
which would embody its views and represent science and 
truth honestly and fairly. 


In Australia, where as yet we are unfettered by antiquated 
corporate rights, antagonistic examining boards, and rival 
medical schools, it seems to us that a greater degree of 
unity of feeling may exist between all members of our pro- 
fession, and so we think that all would be able to unite 
so far as to contribute to, and otherwise support the same 
medical journal. Should we succeed in accomplishing this 
desirable end, in which, we trust, that the Profession 
generally will assist, no doubt will remain that we shall 
soon possess a work of value and utility, indicative of an 
enlightened civilisation and such as would descend to 
posterity, as a not unworthy parent of what we hope may 
be the future medical literature of these colonies. In order, 
however, that this may be accomplished, not only the 
managers of the Journal, but each intelligent member of 
our Profession, must put his shoulder to the wheel and 
help to propel forward the chariot of medical intelligence. 
We do not make this remark unadvisedly, for we truly 
believe that medical science is not unfitly or dishonorably 
represented in Australia, and that the time is not distant, 
when (if opportunity is afforded for drawing them into 
action) talented and highly gifted minds, now latent, will be 
found to represent us fairly and satisfactorily in the 
scientific arena of the world. 


1From the original in the Mitchell Library, Sydney. 
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Wedical [ractice. 


RADIOISOTOPES FOR USE IN AUSTRALIA. 


THE following statement regarding the procurement of 
radioisotopes from abroad for use within Australia is issued 
jointly by the Commonwealth Scientific and Industriai 
Research Organization and the Commonwealth Department 
of Health, and is published at the request of the Common- 
wealth Director-General of Health. 


A wide variety of radioisotopes (including compounds 
labelled with a radioisotope) is now available from the United 
States of America, Canada and Great Britain. These isotopes 
are of value in medical research, diagnosis and treatment, 
in scientific investigations, and in industry. In many cases 
the use of radioisotopes is associated with definite hazards 
to health, not only to those actually using them, but to 
those in adjacent rooms or even adjacent buildings. Par- 
ticular care must be taken in the disposal of waste products 
from experiments involving the use of radioisotopes. In 
addition to the danger to health, there is the risk of con- 
tamination of a laboratory which may make future investi- 
gations with radioisotopes impossible. 


The various overseas authorities producing radioisotopes 
make them available only for projects in which they can 
be used safely and usefully. It is necessary that all applica- 
tions should state clearly the purpose for which they are 
required, and approval is contingent on the provision of 
adequate safeguards against damage to health. Isotopes from 
the United States of America and Canada can be obtained 
by foreign countries only through a definite channel in each 
country. In Great Britain isotopes are issued for local use 
by the Atomic Energy Research Establishment only after 
approval by committees set up by the Ministry of Health 
and the Medical Research Council, but in the case of exports 
to other countries the matter of approval has been left to 
the importing country. In most countries there is already 
some form of control of importation of radioisotopes, the 
criterion for approval being that they can be used safely 
and profitably. In Australia the Customs Department will 
permit the importation of a radioisotope after production 
of a certificate issued under the authority of the Director- 
General of Health. 


In consequence of the conditions governing the supply 
of isotopes the Commonwealth Scientific and Industrial 
Research Organization and the Commonwealth Department 
of Health have arranged that applications for radioisotopes 
for use in Australia for medical and scientific purposes 
should be sent to the Commonwealth X-Ray and Radium 
Laboratory. After approval has been obtained orders will 
be placed with the supplying authorities through the 
Commonwealth Scientific and Industrial Research Organiza- 
tion and its Australian Scientific Liaison Offices in London 
and Washington, and after arrival delivery will be made 
through the Laboratory, which will supply users with infor- 
mation regarding the dangers involved in the use of the 
particular isotope and the means of safeguarding personnel. 
General advice on the availability and cost of particular 
isotopes, and the techniques of using them, will also be 
available from the Laboratory. The group of Commonwealth 
Scientific and Industrial Research Organization workers 
formerly associated with the Commonwealth X-Ray and 
Radium Laboratory will in future be engaged solely on work 
connected with the Commonwealth Scientific and Industrial 
Research Organization, but, like all other Commonwealth 
Scientific and Industrial Research Organization officers, will, 
of course, be available for consultation in their own field. 


Applications for isotopes should set out the name and 
address of the institution, and the name of the person 
ordering the material and responsible for its use, the 
quantity, kind, and chemical form of the isotope desired, 
and the approximate date at which it is required. A brief 
description of the purpose for which the isotope is to be 
used should include a statement of the experience in, and 
facilities for, the use of radioisotopes. 


Radioisotopes are also becoming of use in industry, in 
the form of thickness gauges, static eliminators et cetera, 
which involve equipment depending for their operation on 
radioactive sources. Such equipment is supplied from the 
United States of America and Canada only by approval 
through the recognized channel. Manufacturers in Great 


Britain may export such equipment freely, but their impor- 
tation into Australia will be dependent upon a certificate 
as to freedom from hazard to personnel. 


Inquiries regarding the supply of radioisotopes for use in 
medicine and in scientific investigations, and the importa- 
tion of radioactive materials for use in industry should be 
made to the Director, Commonwealth X-Ray and Radium 
Laboratory, University of Melbourne, Carlton, N.3, Victoria. 


Correspondence. 


DIPHYLLOBOTHRIUM IN AUSTRALIA. 


Sir: We have been interested to note the reported occur- 
rence of Diphyllobothrium latum in an Irish immigrant 
(Sandars, Dorothea F., THe MeEpicaL JOURNAL OF AUSTRALIA, 
October 20, 1951, page 533). In her comments the writer 
expresses the view that this infestation might readily 
become endemic in Australia. 


In writing what follows we do not wish to deny the pos- 
sibility, nor to suggest that all due precautions should not 
be taken. Our object is rather to point out certain features 
in the endemicity of this parasite which serve to explain 
its absence from Australia in the past and to indicate pos- 
sible potentialities for its establishment in the future. 


Diphyllobothrium latum is first and foremost a parasite 
of man in the fish-eating communities of the freshwater 
lake regions of Northern Europe. The continued existence 
of the worm demands the periodic transfer of the larval 
stage contained in fish to the alimentary tract of man and of 
the eggs of the adult parasite back to water. Copepod 
crustaceans, and small fish that feed on these in the shallows 
near the shoreline, serve as intermediaries between the 
newly hatched larva and the infective stage larva sub- 
sequently developing in the large edible fish used as an 
important part of the diet by such communities. A pre- 
dilection for raw fish dishes and simple views on sanitation 
contribute largely to maintaining an efficient chain of 
transmission. 


Finland and neighbouring parts of Russia and Sweden 
may be cited as regions of very high prevalence, but the 
worm has also been recorded from many lesser foci of 
infestation, including the lake districts of Ireland, for 
example, County Leitrim and adjoining regions drained by 
the Shannon system. It is possible that some areas in 
Europe have been erroneously reported as endemic centres, 
since fish consumed far from its source may convey infec- 
tion and the parasite is a long-lived one. During the last 
half-century, however, true centres of endemicity have 
been established in the Great Lakes region of North 
America, owing to the introduction of the worm by Baltic 
immigrants into settlements from which sewage reaches 
streams and lakes. These lakes are an important source of 
supply of large food fishes, and consequently the increasing 
number of persons becoming infected, either locally or in 
more remote places to which fish was being sent, gave rise 
to a public health problem with resulting control regulations. 


When we consider the possibility of a similar state of 
affairs coming into existence in Australia, we first ask our- 
selves why it has not occurred in the past. The worm must 
have been introduced in numbers far larger than the 
recorded instances show. Census figures show that in 1921 
there were 1358 Finns in Australia, and between that year 
and 1926 another 1000 or more arrived. About the same 
time there were about 4000 Russians and _ 14,000 
Scandinavians in the country. Since we do not know that 
these came from particular localities where the incidence of 
the infestation is known to be very high (ranging from 
2% to 100%, according to some reports, with 14% for the 
Finnish littoral), it is idle to speculate on the actual number 
of worms that may have been discharging eggs in Australia 
about that period. However, we think it must have been 
sufficient to have established endemicity under appropriate 
conditions. 


Turning to the present post-war immigration period we 
find an important difference in that the above-mentioned 
countries of high prevalence are excluded as sources ot 
immigrants, who, for the most part, come from areas where 
the broad tapeworm is rare. Exceptions may be the Italian 
lake region, the Danube delta, Palestine (Lake Tiberias) 
and the three Baltic States of Estonia, Lithuania and Latvia. 
These last-mentioned three countries have been given a 
share of Finland’s bad reputation, but they are poorly 
endowed with lakes, and it is possible that infestations 
occurring there have been introduced from Finland or East 


Prussia. 
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During 1948 the writers visited an immigration centre in 
New South Wales, where there were about 2000 displaced 
persons in transit. Stools from 200 of these were examined 
by appropriate techniques without tapeworm eggs or seg- 
ments being found. Of the 200 persons thus examined 111 
were Estonians, Lithuanians and Latvians in about equal 
numbers. Inquiries through the camp medical staff also 
failed to bring to light anyone admitting to having suffered 
from past or present tapeworm infestation. Since this time 
a few instances of Tenia saginata infestations in immigrants 
have been brought to our notice, but none of Diphyllo- 
bothrium. Nevertheless, in view of the large total number 
of persons entering from many parts of Europe, it is likely 
that a few of these worms will be imported and could act 
as starting points for foci, should they be introduced into 
suitable environments. 

In Australia freshwater lakes are few and small and con- 
tribute little to our fish supply. The Murray Valley system 
including its weirs may constitute a suitable terrain for 
infection, although North American investigators have 
shown that fish from rivers in endemic areas are seldom 
infected. The lake area of central Tasmania might also 
become an endemic centre, should pollution of the lakes or 
feeder streams occur. With increasing population and pos- 
sibly changing food habits consequent on the greater pro- 
portion of central Europeans, the formation of fishing com- 
munities near freshwater lakes, or relaxation of regulations 
controlling sewage disposal, might create conditions result- 
ing in the establishment of such endemic foci. Without such 
conditions we think that cases of Diphyllobothrium infesta- 
tion would remain a clinical rarity. 

Although dogs can be infected with Diphyllobothrium 
latum, the worms are dwarfed and only a small fraction of 
the eggs are viable, so that the dog is evidently an abnormal 
host for this species. Both cats and dogs are susceptible to 
infection with several other species of Diphyllobothrium and 
probably acquire these under natural conditions by eating 
snakes, lizards or frogs. 

We think it unlikely that dogs would constitute an 
important reservoir host, although they might occasionally 
form a link in a transmission chain. 

We commend the suggestion made by Miss Sandars that 
every effort should be made to have tapeworms from human 
sources identified, and would add that the circumstances 
relative to the probable source of infection should be fully 
investigated in each instance. 

Yours, etc., 
T. C. BACKHOUSE. 
A. J. BEaARuP. 


School of Public Health and Tropical Medicine, 
Sydney, 
November 13, 1951. 


FINAL ANNOUNCEMENT OF THE FIVE-DAY COURSE 
AT ARMIDALE. 


Sir: Following on the preliminary announcement, which 
was published in the September 8 issue of THE MEDICAL 
JOURNAL OF AUSTRALIA, the organizing committee of the 
February 4 to 8 first post-graduate course of instruction and 
recreation being conducted by the Federation of Country 
Local Associations desire to make the following details 
known for the information of those doctors who intend to 
join the course. 

The course is being held in conjunction with the Post- 
Graduate Committee in Medicine in the University of Sydney 
at New England University College, Armidale District Hos- 
pital, Armidale Teachers’ College and Bald Blair. The pro- 
gramme is designed, firstly, to assist practitioners in extra- 
metropolitan areas not only in the larger cities and towns, 
but also in the more remote parts of the State; secondly, 
to consider the coordination of medical service to the public 
between country general practitioners and specialists. 

The lecturers have been asked to devote special attention 
when preparing their lectures to these two basic require- 
ments of the course. Twelve of the lecturers are Federation 
of Country Local Association doctors actively engaged in 
practice in large country centres, namely: Lismore, Grafton, 
Maitland, Orange, Bathurst," Tamworth, Glen Innes and 
Armidale. Four guest lecturers, in addition, from Adelaide, 
Sydney and Brisbane, are representative of metropolitan 
understanding of some of the problems and difficulties which 
arise in extrametropolitan medical practice. 

It is expected that a number of doctors who enrol for the 
course will be accompanied by their wives. The social side 
of the week’s programme has been prepared and the sub- 


jects of the non-technical lectures have been selected so 
that wives and friends of course members will be able to 
participate. These functions include an organized visit of 
inspection of the Hinton Art Collection at Armidale 
Teachers’ College, an all-day outing to Bald Blair, New 
England National Park, Point Look-Out and Hillgrove, 
official cocktail party and official dinner. The Wednesday 
afternoon is being spent in golf, tennis, bowls or trout 
fishing. For some of these events trophies are being 
donated. 

Armidale is 360 miles from Sydney on the New England 
Highway half-way to Brisbane. Because of its 3300-feet 
altitude in the Northern Tablelands the first week of 
February provides an agreeably cool relief from the oppres- 
sively hot days and nights being experienced elsewhere at 
that time. It may be reached by train, by the New England 
Highway or by plane to Tamworth or Glen Innes, thence 
by car. 

Accommodation at hotels may be reserved by direct 
application to the manager of the Imperial Hotel or 
Tattersall’s. Immediate application to the former is recom- 
mended, and in the case of the latter one month before the 
accommodation is required. 

For doctors not accompanied by their wives accommoda- 
tion arrangements have been made with the Warden of 
New England University College, where residences occupied 
normally by students will be made available to members of 
the course. This accommodation may be reserved through 
the organizing committee. 

The fee for the full course is eight guineas or for single 
days two guineas per day. Dress for all functions and al? 
occasions is informal. 

Early enrolment for the course is advised. Forms of 
application for enrolment and programmes will be forwarded 
to those intending to be present by (a) the honorary secre- 
tary of any one of the fourteen Country Local Associations 
affiliated with the New South Wales Branch of the British 
Medical Association or (b) members of the organizing com- 
mittee, namely: Dr. J. M. Dowling, Gosford; Dr. A. L. 
Roberts, Lismore; Dr. R. D. Mulvey, Bathurst; or the under- 
signed. 

Yours, etc., 
132 Faulkner Street, R. J. Jackson. 
Armidale, 
New South Wales. 
November 22, 1951. 


RESULTS OF SUBTOTAL GASTRECTOMY FOR PEPTIC 
ULCER: A REVIEW OF SIXTY CASES. 


Sir: Mr. Kinsella’s letter on gastrectomy published in the 
issue of November 10 calls, I think, for comment on some 
of the matters raised. The first is the handling of the dis- 
tended stomach of a patient suffering from pyloric stenosis. 
This condition is not relieved readily, and Mr. Kinsella, com- 
menting on the failure of a tube passed from above, men- 
tions one case in which he removed the unopened stomach 
completely (as the patient was suffering from a carcinoma). 
One would like to know whether the completeness of the 
gastrectomy was determined by the lesion or by the dis- 
tended state of the stomach, and if the latter was the 
determining cause, what Mr. Kinsella would have done if 
the lesion had been stenosis due to a chronic ulcer. The 
second and third cases merely demonstrate the difficulty, if 
not the impossibility, of emptying such a stomach through 
an csophageal tube. The third case demonstrates that the 
best method of emptying such a stomach is to make use 
of the natural process of vomiting. This can be done by 
asking the patient to swallow water or saline solution until 
full, and then inducing vomiting by means of an emetic. 
If this process is repeated on successive days, and the patient 
is then kept on a fluid diet, the stomach will remain empty. 
This treatment can be given whilst the patient is undergoing 
the necessary pre-operative preparation, and is the only 
method likely to be successful, as such a stomach contains 
debris that will not pass through any size of stomach tube. 


Mr. Kinsella’s attitude to anesthesia in general is also 
not quite clear. He speaks of the advantages of local anes- 
thesia, but also apparently frequently uses general anes- 
thesia, which he calls supplementary. When does he use 
general anesthesia? Is it when he fails with local anesthesia 
to achieve a complete anesthesia in the beginning of an 
operation, or when the effect of the local anesthetic solution 
wears off at the end of an operation? Does he use it always 
or only sometimes? I presume from his attitude in general 
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that he only uses it when he has to. I would be glad if Mr. 
Kinsella would tell us how he manages to do a total 
gastrectomy under local anesthesia, without opening a full 
stomach? If he uses a supplement, how does he manage this 
so that- the induction of general anesthesia will not be 
associated with vomiting which he states (I agree) is 
aroused so easily? We are adjured to remember this pos- 
sibility, but not told how to avoid it. I think the comments 
on the difficulty of passing a cuffed tube would be answered 
by almost thirty anesthetists in Melbourne, and as many in 
Sydney. 

There is no doubt that local anesthesia is infinitely prefer- 
able to ether, but in my opinion the modern method of con- 
trolled respiration anesthesia has many advantages. Dr. 
Kinsella mentions the Central European school and the 
pupils of Billroth. Seeing that Billroth died nearly sixty 
years ago, he can hardly have a pupil who would be less 
than eighty-five now, and it is very unlikely that such a 
man would know anything about modern anesthesia. 
Finsterer used much local anesthesia (he was a pupil of 
von Ejiselberg), but had to supplement frequently because 
the anesthesia produced was not sufficient. Modern con- 
trolled intratracheal anesthesia is the method of choice for 
gastric carcinoma as there is always a chance that the chest 
may have to be opened. It may, of course, be complemented 
by local anesthesia. I have no wish to decry the use of 
local anesthesia as I have found it a very good method. I 
think all young surgeons should employ it in learning their 
operative technique, using it in cases in which a change to 
general anesthesia would not be dangerous; but having once 
acquired facility with the method and the gentle operative 
technique required, they can then use other methods if the 
condition of the patient permits. Most patients are well 
suited by any compttently given modern anesthetic, but a 
few patients present a definite indication for a particular 
form of anesthesia. Therefore any surgical team should be 
ready, willing and able to give any patient the anesthetic 
that his condition demands, and should not be committed to 
any particular form of anesthesia, be it local, general or 
spinal, modern or old. 

In conclusion, I agree with Mr. Kinsella that efforts are 
being made to improve the standards of gastric surgery 
in this country, and I am sure that the Melbourne school 


will be gratified to hear that it is awake and taking part 
in this movement. Mr. Grayton Brown’s success in doing 
50 cases without a death should be an occasion for con- 
gratulation, and not of criticism of the methods used. 
Yours, etc., 
45 Spring Street, Leo DOYLE. 
Melbourne, C.1, 
November 17, 1951. 


THE NOTIFICATION OF TUBERCULOSIS IN NEW 
SOUTH WALES. 


Sir: Practitioners in New South Wales have recently been 
issued with a book of forms for the notification of tubercu- 
losis. The form is a long and detailed questionnaire, occupy- 
ing two large pages. In general, it is similar to those used 
in other States, who pay a fee of 10s. 6d. for the completion 
of the form on the advice of the Commonwealth Govern- 
ment, which, of course, under the Commonwealth-State 
tuberculosis agreement, pays the bill. Yet in this State, the 
Director-General of Public Health has chosen to allow the 
publication of these books with the accompanying statement 
that a princely fee of 2s. 6d. will be paid for completion of 
the certificate! 


Why has the Director-General of Public Health of New 
South Wales permitted those who have to fill in the forms 
to be cheated out of their rightful due? It is understood 
that some three months ago an authoritative protest was 
sent to him on this subject; to this, however, he has not 
replied. 

Until the anomaly is corrected I would urge all who use 
the form to fill in no more than the actual diagnosis, which 
is ali they are required to do under the law. 


Yours, etc., 


137 Macquarie Street, CoTTeR Harvey. 


Sydney, 
November 22, 1951. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED NOVEMBER 10, 1951.* 


New 


Disease. South Victoria. Queensland. 


South Western 
Wales. Australia. 


Australian 
Northern Capital 


| Australia, 
Territory. Territory. 


Tasmania. 
Australia. 


Acute Rheumatism .. 


Chole 

Choren (St. Vitus) 
Diarthea (Infantile) 6(5 ) 
Dysentery (Bacillary) 1(1) 2(2) 
Encephalit: 
Filariasis 

Homologous Serum Jaundice 


ydatid 
] mfective Hepatitis 
Poisoning 


Meningococcal Infection .. 6(5) 1(1) 

Ornithosis 
Poliomyelitis 146) 
Rubell ella hy i&(7) 2 
Fever 25(12) 20(15) ™ 


tuberculosis .. 28(25) 9(1) 15(0) 
typhoid Fever ay és 
hus — Mite- and- 
jus (Louse-borne} oe 


"3(3) da 13 


“4(3) 
"2(2) 


1i(7) “6(1) 69 


1 Figures in parentheses are those for the metropolitan area. 
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Post-Graduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 


Meeting at Rushcutter’s Bay Naval Depot. 


THE clinical meeting for December will not be held at 
Balmoral Naval Hospital, but instead a lecture will be given 
by Dr. Edgar Thomson at the Naval Depot, Beach Road, 
Rushcutter’s Bay, on Saturday, December 15, 1951, at 
10.30 a.m. Dr. Thomson, who has recently returned from 
abroad, will speak on “Recent Advances in Clinical Path- 
ology”. All members of the profession are invited to attend. 


aval, Wilitary and Air force. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Numbers 83 and 86, 1951, of November 8 and 22, 1951. 


AUSTRALIAN MILITARY FORCES. 
Australian Regular Army. 


Royal Australian Army Medical Corps. 
To be Captain, 17th August, 1951, with a Short Service 
Commission for a Period of One Year.—1/8031 Stuart 
Montserrat Stephenson (Captain). 


Citizen Military Forces. 
Southern Command: Third Military District. 

Royal Australian Army Medical Corps (Medical).—3/101014 
Captain (provisionally) J. M. Grant relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps (Medical) ) 
(8rd Military District) with the honorary rank of Captain. 
30th June, 1951. 

Central Command: Fourth Military District. 

Royal Australian Army Medical Corps (Medical): To be 
Captains (provisionally).—4/31955 John Gladstone Sweeney 
and 4/31994 Thomas Dion Manthorpe, 25th September, 1951, 
and 4/35428 Kevin Fowler Milne, 2nd October, 1951. 

Tasmanian Command: Sixth Military District. 

Royal Australian Army Medical Corps (Medical): To be 
Captain (provisionally), 2nd October, 1951.—6/15358 Colin 
Stuart Reid. 

Reserve Citizen Military Forces. 


Royal Australian Army Medical Corps. 

4th Military District—To be Honorary Captain, 1ith 
October, 1951: John Goode Bundey. 

The following officers are placed upon the Retired List 
within Military Districts and on the dates shown, with 
permission to retain their rank and wear the prescribed 
uniform: 

lst Military District—Lieutenant-Colonels E. T. Brennan, 

$.0., M.C., and R. E. Douglas, Major M. J. McKillop, 
Honorary Majors W. L. Gibson and J. G. Wagner, Captains 
M. J. Gallagher and A. J. Reye, and -Honorary Captains 
ag C. Hosking, J. G. Morris and B. A. Warner, 11th October, 


Bag Military District—Major L. A. Wilson, 16th October, 
51. 


Dbituarp. 


KATHLEEN BESSIE DALY. 


WE regret to announce the death of Dr. Kathleen Bessie 
Daly, which occurred on November 17, 1951, at Euroa, 
Victoria. 


Wedical Appointments. 


Under the provisions of the Quarantine Act, 1908-1950, Dr. 
Donald Augustus Dowling has been appointed chief quaran- 
tine officer (General), Queensland, and Dr. Nigel Drury 
Gresley Abbott, deputy quarantine officer, Hobart, Tasmania. 


Mominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 


Nowell, Thomas Algernon, M.B., Ch.B., 1944 (Victoria. 
University, Manchester), 15 Albion Street, Waverley. 


Diary for the Month. 


Dec. 11.—New South Wales Branch, B.M.A.: Medical Politics: 
Committee. 

Dec. 13.—New South Wales Branch, B.M.A.: Branch Meeting. 

Dec. 14.—Queensland Branch, .M.A.: Annual Meeting. 

Dec. 18.—New South Wales Branch, B.M.A.: Ethics Sette, 

Dec. 20.—Victorian Branch, B.M.A : Executive Committ 

Dec. 21.—Queensland Branch, B.M.A.: Council Meeting. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any- 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

— Wales Branch (Medical Secretary, 135 Macquarie. 


treet, Sydney): All contract practice appointments in 
New South Wales. 

Victorian Branch (Honorary Secr Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 


all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical. 
Benefit Society ; Mutual National ‘Provident Club; Nationak 
Provident Association ; Hospital or other appointments out- 
side Victoria. 

(Honorary B.M.A. House, 225 

Terrace, Brisbane, B17): Brisbane Associated 
Friendly, Societies’ Medical Institute ; Bundaberg Medical 
Institute. Members accepting LODGE appointments and, 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a. copy of their Agreement to. 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Lodge appointments in South 
aa all Contract Practice appointments in South 
Australia. 

Western Australian Bronoh (Honorary Secretary, 205 Saint 
George’s Terrace, ): Norseman Hospital; all Contract. 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the. 
Department of Public Health. 


Editorial Motices. 


MANUSCRIPTS forwarded to the office of this journal cannot: 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THB 
— JOURNAL OF AUSTRALIA alone, unless the contrary - 
state 

All communications should be addressed to the Editor, THB: 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer- 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.). 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Gle' 
New South Wales, without delay, of any irregularity in the- 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SUBSCRIPTION Rates.—Medical students and others not. 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £4 
per annum within Australia and the British Commonwealth of 
Nations, and £5 per annum within America and foreign. 
countries, payable in advance. 


: 
: 
| 
\ 


